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PRESIDENTIAL EDITORIAL 


J. SHELDON EASTLAND, M.D.* 


The Medical and Chirurgical Faculty of the State of Maryland is one of the oldest medical 
societies in the United States. The Act passed by the Legislature and signed by the Governor 
on January 20, 1799, established the Society and conferred upon it powers which at that 


Dr. J. SHELDON EASTLAND 


time were considered very liberal. Hereby, the Medical and Chirurgical Faculty takes its 
birth—the seventh state medical society to be organized in this country. The name of the 
organization is unique. Dr. John Shaw Billings, in an address on medical bibliography before 
* President, Medical and Chirurgical Faculty, 1958. 
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the Society in 1883, spoke of ‘the quaint, old-timey name which the physicians of this State 
have preserved for their Society.” He also brought out that the name is one by which the ve 
medical profession has been known for some three hundred years and has its origin at the 
University of Paris. 

Following its creation the Society had a rather hazardous course, but in spite of the many 
handicaps and pitfalls several outstanding achievements emerged, namely: the establishment 
of a College of Medicine in 1807, later to become the University of Maryland; the creation 
of a medical library in 1830; and the publication of a medical journal in 1839. 


One could perceive from this auspicious beginning that the Society would come to play an Cc 
important réle in the progress of medicine and surgery in the State of Maryland. The Medical [ 
and Chirurgical Faculty has even a greater potential today than it did at its birth. The " 
things that could and must be accomplished by our increased and increasing membership can ps 
only be achieved by unified effort. Sal 

The general economic trend has changed as has the position of the physician in relation to Jr. 
his environment. Therefore, the individual doctor can no longer cope with the many and ; M 
varied problems arising today. This then would indicate the important role of a medical and B. 
surgical society in helping to maintain the relationship of physician to community as well as CO 


physician to physician. However, an organization which functions to the entire satisfaction 
of all its members is non-existent. This was in evidence recently in some of the meetings of 
the House of Delegates and in an attempt to remedy the situation a Planning Committee was 
set up to undertake a survey. 

The services of an experienced agency in this field were employed. Since a time limit 
was set up for this survey it necessarily could not be a complete exploration. Members were 
contacted over the entire State and their positive and negative opinions were solicited. The CO 
work of this survey was personally conducted by Mr. Roscoe C. Edlund of the Management 


Consultant firm of Rogers, Slade and Hill, of New York City. Similar studies had been carried = 
out in the past by him for the medical societies of the States of Pennsylvania and North Jos 
Carolina. Cai 
Although Mr. Edlund felt the problems in Maryland were many times more complicated Bal 
than the other surveyed states, he was able to make many valuable suggestions. The details Bal 
of the report have been given in turn to the Survey Committee, the Planning Committee, the = 
Council, and finally will be given to the House of Delegates in 1958. Gu 
It is only fair and appropriate that a portion of the Edlund report be quoted: “Your Plan- Gre 
ning Committee has made a grand start. A fresh wind is blowing. It takes you in the right Hei 
direction. The course is set, but the harbour is far ahead. Maybe in the distance some of you San 
can discern it dimly. Between you and it, however, are reefs and barriers, some of them dan- 
gerous. You who are pilots must steer, in my opinion, an extremely careful course.” rong 
Even as we sit in judgment, future generations will in turn evaluate us. Rules and regula- Bal 
tions which have been in force for many years, and to a degree have stood the tests of time, Elli 
must not be discarded hurriedly. The immediate future may have to be one of change but Sug 
not at the expense of heritage. Only from singleness of purpose can come unity. = 
Cat 
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PRESIDENTIAL APPOINTMENTS 


Dr. J. Sheldon Eastland, the President, has appointed the following Continuing Com- 
mittees of the Medical and Chirurgical Faculty for 1958: 


COMMITTEE TO COOPERATE WITH THE AMERICAN 
MEDICAL EDUCATION FOUNDATION 


William S. Stone, Chairman, Baltimore; Albert L. Anderson, 
Annapolis; P. Evans Cox, Easton; David J. Gilmore, 
Salisbury; Bender B. Kneisley, Hagerstown; George J. Kreis, 
Jr., Elkton; William H. Lawson, Eldersburg; Robert S. 
McCeney, Laurel; James A. Roberts, Silver Spring; Thomas 
B. Turner, Baltimore. 


COMMITTEE ON CONSTITUTION AND BY-LAWS 


In conformity with the By-Laws consists of four members to be ap- 
pointed annually by the President. 


Whitmer B. Firor, Chairman, Baltimore; E. Cowles Andrus, 
Baltimore; Leo Brady, Baltimore; Waldo B. Moyers, Hyatts- 
ville. 


COMMITTEE ON DIABETES 


Abraham A. Silver, Chairman, Baltimore; Walter A. Ander- 
son, Baltimore; Edmund George Beacham, Baltimore; Charles 
Joseph Blazek, Baltimore; John Howard Burns, Jr., Dundalk; 
Caroline H. Callison, Centreville; Charles R. Campbell, 
Baltimore; Henry V. Chase, Frederick: J. Wilfrid Davis, 
Baltimore; Richard C. Dodson, Rising Sun; Edward J. Edelen, 
La Plata; Robert W. Farr, Chestertown; Sylvan D. Goldberg, 
Baltimore; Waverly S. Green, Jr., Reisterstown; J. Roy 
Guyther, Mechanicsville; Thurston Harrison, Easton; W. 
Grafton Hersperger, Baltimore; Philip W. Heuman, Bel Air; 
Henry J. Houska, Baltimore; Seth H. Hurdle, Salisbury; 
Samuel M. Jacobson, Cumberland; Benjamin F. Jones, 
Baltimore; Harry L. Knipp, Baltimore; E. Paul Knotts, 
Denton; Lester Lebo, Baltimore; George Allen Moulton, Jr., 
Westminster; Sarah M. Peyton, Crisfield; J. Emmett Queen, 
Baltimore; Frank M. Shipley, Annapolis; Theodore R. Shrop, 
Ellicott City; Stanley R. Steinbach, Baltimore; Samuel J. N. 
Sugar, Mt. Rainier; J. Frank Supplee, III, Baltimore; Na- 
thaniel R. Thomas, Ocean City; James U. Thompson, Cam- 
bridge; Alice Tobler-Lennhoff, Baltimore; George E. Urban, 
Catonsville; Stephen J. Van Lill, Baltimore; Lester A. Wall, 
Jr., Baltimore. 


GERIATRICS COMMITTEE 


Herman Seidel, Chairman, Baltimore; B. Bruce Brumbaugh, 
Elkridge; Louis Z. Dalmau, Pikesville; V. L. Ellicott, Towson; 
Benjamin Kader, Baltimore; Louis Krause, Baltimore; Isabel 
H. McClinton, Kingsville; George S. Mirick, Baltimore: 
Merritt Robertson, New Windsor; Norman E. Sartorius, Sr., 
Pocomoke City; G. Douglas Trettin, Severna Park; W. Alfred 
Van Ormer, Cumberland. 


LEGISLATIVE COMMITTEE 


Karl F Mech, Chairman, Baltimore; Frederic V. Beitler, 
Relay; Henry A. Briele, Salisbury; F. Ford Loker, Baltimore; 
John A. O’Connor, Baltimore; John Mace, Jr., Cambridge; 
J. Morris Reese, Baltimore; Frank E Shipley, Savage. 


Each Component Society is represented by the incumbent President, 
Secretary and Treasurer, and also the Chairman of the Legislative Com- 
mittee of the Baltimore City Medical Society. 


MATERNAL AND CHILD WELFARE COMMITTEE 


J. Morris Reese, Chairman, Baltimore; J. Edmund Bradley, 
Vice-Chairman, Baltimore; George W. Anderson, Baltimore; 
Stuart Christhilf, Jr., Annapolis; George H. Davis, Baltimore; 
D. McClelland Dixon, Baltimore; Nicholson J. Eastman, 
Baltimore; H. W. Eliason, Cumberland; Abraham H. Finkel- 
stein, Baltimore; S. Butler Grimes, Baltimore; Frederick J. 
Heldrich, Jr, Frederick; D. Frank Kaltreider, Baltimore; 
William H. Lawson, Eldersburg; G. Bowers Mansdorfer, 
Baltimore; Hugh B. McNally, Baltimore; William C Morgan, 
Salisbury; John E. Savage, Baltimore; William M. Seabold, 
Baltimore; Fred B. Smith, Baltimore; F. X. Paul Tinker, 
Glen Burnie; Gibson J. Wells, Baltimore; John Whitridge, 
Jr., Baltimore; Ralph F. Young, Williamsport. 


JOINT COMMITTEE WITH THE BAR ASSOCIATIONS 
ON MEDICOLEGAL PROBLEMS 


Russell S. Fisher, Chairman, Baltimore; Conrad Acton, 
Baltimore; Howard M. Butert, Baltimore; John W. Chambers, 
Baltimore; Lewis P. Gundry, Baltimore; Howard F. Kinnamon, 
Easton; George McLean, Baltimore; M. C. Porterfield, 
Hampstead; Richard T. Shackelford, Baltimore; Henry F. 
Ullrich, Baltimore; John M. Warren, Laurel. 


MENTAL HYGIENE COMMITTEE 


The President appoints members to this Committee for a term of three 
years, and at least one is replaced annually. 


Manfred S. Guttmacher, Chairman, Baltimore (1957-1958); 
Kenneth B. Jones, Church Creek (1957-1958); William W. 
Magruder, Baltimore (1957-1958) ; Clifton T. Perkins, Towson 
(1957-1959); Kent E. Robinson, Baltimore (1957-1959); 
Irving J. Taylor, Ellicott City (1957-1959); Sarah S. Tower, 
Baltimore (1957-1960); Isadore Tuerk, Catonsville (1957- 
1960); James S. Whedbee, Jr., Baltimore (1957-1960); Harry 
M. Murdock, Towson (1958-1960); Richard H. Pembroke, 
Jr., Baltimore (1958-1960). 


COMMITTEE ON NATIONAL EMERGENCY MEDICAL 
SERVICE 

I. Ridgeway Trimble, Chairman, Baltimore; John G. Ball, 
Bethesda; Henry F. Graff, Hagerstown; Robert C. Kimberly, 
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Baltimore; Perry F. Prather, Baltimore; John F. Schaefer, 
Baltimore; Joseph A. Sedlach, Towson; Douglas H. Stone, 
Baltimore; Francis J. Townsend, Jr., Ocean City; Huntington 
Williams, Baltimore. 


NEW BUILDING COMMITTEE 


Albert E. Goldstein, Chairman, Baltimore; John W. Parsons, 
Treasurer, Baltimore; James G. Arnold, Jr., Baltimore; 
Merrill M. Cross, Silver Spring; William L. Garlick, Baltimore; 
R. Walter Graham, Jr., Baltimore; Marius P. Johnson, 
Baltimore; Charles F. O’Donnell, Towson; Richard W. 
TeLinde, Baltimore. 


COMMITTEE FOR THE STUDY OF PELVIC CANCER 


Richard W. TeLinde, Chairman, Baltimore; Arthur L. 
Haskins, Co-chairman, Baltimore; Beverley C. Compton, 
Secretary, Baltimore; Harry M. Beck, Baltimore; Fernando 
G. Bloedorn, Baltimore; C. Bernard Brack, Baltimore; 
Stuart W. Christhilf, Jr., Annapolis; Osborne D. Christensen, 
Salisbury; Robert J. Dickson, Baltimore; William K. Diehl, 
Baltimore; Gerald A. Galvin, Baltimore; W. Royce Hodges, 
Jr., Cumberland; Howard W. Jones, Jr., Baltimore; Hugh 
B. McNally, Baltimore; Frank K. Morris, Baltimore; A. 
Adler Sondheimer, Baltimore; John Whitridge, Jr., Balti- 
more. 


COMMITTEE TO STUDY PROBLEMS OF MUTUAL 
INTEREST TO THE MEDICAL AND CHIRURGICAL 
FACULTY AND THE MARYLAND PHARMACEUTI- 
CAL ASSOCIATION 


Edward F. Cotter, Chairman, Baltimore; Edwin B. Jarrett, 
Baltimore; Martin L. Singewald, Baltimore; Henry J. L. 
Marriott, Baltimore. 


COMMITTEE ON RURAL MEDICINE 


Hugh W. Ward, Chairman, Owings (1958); Walter H. Shealy, 
Sharpsburg (1959); Gordon M. Smith, Barnesville (1960); 
C. Rodney Layton, Centreville (1961); S. Ralph Andrews, 
Elkton (1962); James G. Sasscer, Upper Marlboro (1963); 
Archie R. Cohen, Clear Spring (1964). 


JANUARY, 1958 


ADVISORY COMMITTEE TO THE STATE ACCIDENT 
FUND 

George O. Eaton, Chairman, Baltimore; James G. Arnold, Jr., 
Baltimore; Charles N. Davidson, Baltimore; James Frenkil, 
Baltimore; Jason H. Gaskel, Baltimore; Howard B. McElwain, 
Baltimore; Daniel J. Pessagno, Baltimore; William A. Pills- 
bury, Baltimore; Charles C. Zimmerman, Cumberland. 


COMMITTEE TO CONSULT WITH THE STATE DE- 
PARTMENT OF HEALTH 

The Committee to consist of the President, the President-elect, two 
Past Presidents, the Secretary and four general practitioners, appointed 
by the President, of which one represents the Maryland Academy of 
General Practice. 


Charles Reid Edwards, Chairman, Baltimore (President, 
1957); Bender B. Kneisley, Hagerstown (President, 1954); 
J. Sheldon Eastland, Baltimore (President, 1958); President- 
elect (Not elected until April 1958); Everett S. Diggs, Secre- 
tary, Baltimore; 


Four General Practitioners: 


Merrill M. Cross, Silver Spring (Maryland Academy of General 
Practice); Melvin B. Davis, Dundalk; J. Roy Guyther, Me- 
chanicsville; J. Ralph Horky, Churchville. 


TUBERCULOSIS COMMITTEE 


Edmund G. Beacham, Chairman, Baltimore; Otto C. Bran- 
tigan, Baltimore; R Adams Cowley, Baltimore; Leon H. 
Hetherington, Ruxton; Meyer William Jacobson, Baltimore; 
John E. Miller, Baltimore; William Newcomer, Mt. Wilson; 
Moses S. Shiling, Baltimore; Charlotte Silverman, Baltimore; 
William S. Spicer, Jr., Baltimore; Hugh G. Whitehead, Jr., 
Baltimore; Samuel Wolman, Baltimore. 


COMMITTEE ON VETERANS MEDICAL CARE 


Amos R. Koontz, Chairman, Baltimore; Ernest I. Cornbrooks, 
Jr., Baltimore; Philip D. Flynn, Baltimore; Harry C. Hull, 
Baltimore; Arthur Karfgin, Baltimore; Clarence E. McWilliams, 
Reisterstown; S. Edwin Muller, Baltimore; James G. Steg- 
maier, Cumberland; George H. Yeager, Baltimore. 
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ARTICLE OF INTEREST 








HISTORY OF THE BOARD OF MEDICAL EXAMINERS OF MARYLAND 


LEWIS P. GUNDRY, M.D. 


This is the first of a series of articles intended to familiarize the profession of 
Maryland with the present Medical Practice Act and with the work of the Board of 


Medical Examiners. 


The Maryland Legislature in the year 1798 passed 
“An Act to establish and incorporate a Medical 
and Chirurgical Faculty.’” The Faculty was given 
the right to select from its members twelve persons 
(seven from the Western Shore and five from the 
Eastern Shore) “who shall be styled ‘the Medical 
Board of Examiners for the State of Maryland’.” 
The principal functions of this Board were to ex- 
amine candidates who wished to practice medicine 
and to issue licenses. 

In 1838 the Legislature passed an Act supported 
by practitioners of “botanic” or ‘“Thompsonian”’ 
medicine which stated “It may and shall be lawful 
for each and every person being a citizen of this 
State to charge and receive compensation for their 
services and medicine in the same manner as physi- 
cians....”’ Needless to say, this left the State 
Board in a very unenviable position. 

Shortly after the end of the Civil War (March 20, 
1867) the General Assembly passed “‘an Act for the 
protection of the people against medical imposters 
and for the suppression of the crime of unlawful 
abortion.”*? The Governor appointed temporary 
Boards in Baltimore City and each of the counties. 
These Boards issued licenses to qualified physicians 
and this group, which then made up the “Medical 
Faculty of the State of Maryland,” elected a per- 
manent Board in their respective districts. There 
were severe penalties for producing illegal abortions 
and a fine of One Hundred Dollars for practicing 
without a license. Fines levied against offenders 
were divided impartially... . ‘One-half shall be 


1 President, Board of Medical Examiners. 

*Eugene Fauntleroy Cordell: The Medical Annals of 
Maryland, page 21. Williams and Wilkins Company, Baltimore, 
Maryland. 

3 This information was obtained with the kind assistance of 
Senator Frank E. Shipley. 


paid into the treasury of the faculty of the district 
and the other half to the informer.” 

In 1892 the Legislature passed a new Medical 
Practice Act. This act provided for two separate 
boards of medical examiners—one representing the 
Medical and Chirurgical Faculty, the other the 
Maryland State Homeopathic Medical Society. At 
that time there were in this country approximately 
twenty Homeopathic medical schools.* Therefore, 
two boards were necessary. Each board consisted 
of eight examiners, two of whom were elected each 
year by their respective societies for a term of four 
years. The qualifications necessary for licensure 
were much more clearly defined in this Act than in 
the earlier ones. There were also provisions for 
revocation of a physician’s license after a hearing.® 
The Medical Practice Act of 1892 continued in force 
with only minor changes for more than sixty years. 
The two Boards worked harmoniously, but in- 
dependently. 

By 1954 there were only three approved medical 
schools in this country which gave a course in 
Homeopathy (Hahnemann Medical College, Uni- 
versity of California; New York Medical College 
and Flower and Fifth Avenue Hospitals). These 
were short elective courses and were attended by a 
very small percentage of the students. Since there 
were no new Homeopathic physicians among the 
medical graduates, the Homeopathic Board found 
itself with very little to do. Accordingly, the homeo- 
paths themselves had introduced in the General 
Assembly for 1954 a Bill to abolish the Homeo- 
pathic Board. This Bill was not reported out of 


‘Personal communication from Secretary, Council on 
Medical Education and Hospitals, American Medical Associa- 
tion. 

5 This subject will be discussed in detail in a later article. 
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committee. Shortly thereafter, a physician who had 
come to Maryland from Ohio, Dr. Robert H. 
Reddick, reorganized the Maryland State Homeo- 
pathic Medical Society and the Homeopathic 
Board; he was elected Secretary of both organiza- 
tions. 

After consultation between the Medical and 
Chirurgical Faculty and the Board representing the 
Homeopaths, a Bill to abolish the Homeopathic 
Board was again introduced in the 1955 Legislature. 
This Bill was vigorously opposed by Dr. Reddick 
and defeated on the last day of the session. Those of 
us who testified in favor of the Bill voiced definite 
fears that if the Bill were not passed unqualified 
persons might be licensed to practice medicine in 
Maryland. 

These fears soon proved justified. Dr. Reddick 
accepted some unqualified candidates for examina- 
tion in December 1955. The examinations were 
given but were not marked by the Homeopathic 
Board, since the candidates had never been accepted 
as being eligible by the Board. However, Dr. Reddick 
prepared licenses for those who had taken the ex- 
amination. The President of the Homeopathic Board 
refused to sign these licenses. Shortly thereafter the 
President received a telegram from Dr. Reddick 
informing him that he had been expelled from the 
Homeopathic Society and, hence, from the Board. 
The president and other members of the Homeo- 
pathic Board promptly reported these events to the 
Attorney General, who was the legal advisor to both 
Boards. 

The Attorney General obtained a Writ of Man- 
damus in May 1956 ordering Dr. Reddick to sur- 
render the records of the Homeopathic Board to the 
newly elected Secretary. He complied and, then, 
illegally reorganized the Homeopathic Board with 
“Homeopaths” in key positions recently licensed by 
him. This group (which later became known as the 
“Rump Homeopathic Board’) gave another ex- 
amination in June 1956, in a Baltimore hotel: The 
Attorney General obtained an injunction and 

6 The Homeopathic Board had reorganized after Dr. 


Reddick’s capricious action in attempting to “fire” the 
president. 
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stopped the examination amid threats of physical 
violence by some of the examinees. This injunction 
restrained the Reddick Homeopathic Board from 
further official acts. In spite of this many of those ex- 
amined in June 1956 were subsequently allegedly li- 
censed illegally. These individuals were not graduates 
of a recognized medical school; all were from out of 
this State. It is thought that 76 persons were licensed 
as a result of the December 1955 and June 1956 ex- 
aminations. These licenses issued by Reddick in 
his illegal capacity have been declared invalid by 
the Attorney General of Maryland. 

After a hearing before Judge Joseph R. Byrnes 
in July and August 1956, Dr. Reddick was found to 
have engaged in a “bold conspiracy to license 
unqualified persons to practice medicine in Mary- 
land.” As a result of this national medical scandal 
the president of the Maryland Legislative Council 
appointed a special committee on the ‘Practice of 
Medicine.” This Committee under the able chair- 
manship of Senator Frank E. Shipley (a physician) 
held extensive hearings in the fall of 1956 and recom- 
mended to the Legislative Council the passage of 
Senate Bill 13 which had been drawn up by the 
Attorney General. Senate Bill 13 removed from State 
laws all references to the Board of Medical Ex- 
aminers representing the Maryland State Homeo- 
pathic Medical Society and vested all authority to 
license physicians in one Board; namely, the Board 
representing the Medical and Chirurgical Faculty. 
It empowered the Governor to remove members of 
this Board under certain circumstances and for 
certain causes after due notice and a hearing. There 
were a number of other minor changes. 

When the Legislature met in January 1957, 
Senate Bill 13 was passed promptly by both the 
Senate and the House of Delegates. It was signed 
by the Governor and became law June 1, 1957. It isa 
well written modern Medical Practice Act and should 
serve the people of Maryland and the medical profes- 
sion of this State well for years to come. A good 
beginning has been made toward restoring law and 
order but there is still much work to be done. 

1215 Cathedral Street 
Baltimore 1, Maryland 
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Scientific Papers 








SYMPTOMATOLOGY AND TREATMENT 
OF PANCREATITIS* 


HENRY DOUBILET, M.D.7 


It is appropriate for me to discuss the subject 
of pancreatitis in this city because many of the 
concepts to be presented tonight had their origin 
to some extent here. The original observation of 
Opie in 1903 about a case of acute pancreatitis 
associated with a gallstone impacted in the 
ampulla of Vater, stimulated a great deal of 
work. Another important observation was made 
by Flexner in 1906. He proved that the toxic 
factor in bile injected into the pancreatic duct 
was the bile salts and that the resultant acute 
pancreatitis depended on an adequate concentra- 
tion of bile salts in the bile. He showed that, in 
the dog, the injection of a one or two per cent 
solution of bile salts produced no damage, but 
if the concentration was over three per cent, the 
dog would develop acute pancreatitis. In addi- 
tion Rienhoff and Pickrell, working in this city, 
demonstrated that in the human a common 
passageway (i.e., the junction of the bile and 
pancreatic ducts above the papilla of Vater) 
was present in over 70 per cent of people. This 
work has since been confirmed by Millbourn of 
Sweden who found a common passageway to be 
present in over 80 per cent of routine autopsies. 

This basic work of Opie and other people was 
extended by Dr. Edward Archibald, of McGill 
University. In 1913 he pointed out that many 
cases of pancreatitis occurred without organic 
obstruction. He showed experimentally that 
reflux of bile into the pancreas of an animal could 


* Presented to the Baltimore City Medical Society, Friday, 
December 7, 1956, Osler Hall, 1211 Cathedral Street, 
Baltimore, Maryland. 

t Associate Professor of Surgery, New York University 
College of Medicine. 


be caused by spasm of the sphincter of Oddi, with 
resultant pancreatitis. He thereby demonstrated 
that acute pancreatitis could result from a func- 
tional disorder. He therefore suggested that the 
treatment of pancreatitis should be section of the 
sphincter of Oddi. By 1929, when I began to 
work under him, he had performed sphinc- 
terotomy on 23 cases of pancreatitis. I saw most 
of these patients myself and was stimulated tc 
continue this work. 

Over a period of years fundamental observa- 
tions were made on the concentration of bile 
salts in the human, the analysis of pancreatic 
juice and the physiology and anatomy of the 
sphincter of Oddi. However, the actual proof 
that pancreatitis is due, in the majority of cases, 
to reflux of bile into the pancreas, could only be 
demonstrated conclusively on patients. This 
proof was achieved at Bellevue Hospital where, 
working with Dr. John Mulholland, observa- 
tions were made on over 450 patients suffering 
from recurrent pancreatitis and who were sub- 
jected to sphincterotomy. It was demonstrated 
that these patients had a common passageway 
and that following section of the sphincter of 
Oddi cure was achieved in over 90 per cent of 
our cases. 

Significant observations were made by the 
following procedures: 

1) Cholangiographic studies. The sphincter was 
thrown into spasm deliberately by the intra- 
duodenal instillation of hydrochloric acid while 
the radiopaque solution was being injected 
through the cystic duct (Fig. 1). Such studies 
demonstrated the presence of a common passage- 












Fic. 1. Operative cholangiogram performed through the 
cystic duct outlines the biliary tract, the ampulla of Vater 
(arrow) and the pancreatic duct (two arrows) to the tail. 
Reflux into the duct of Wirsung was achieved as a result of 
spasm of the sphincter of Oddi produced deliberately by the 
introduction of hydrochloric acid into the duodenum through 
the Rehfuss tube. Continuous injection during the period of 
x-ray exposure produces this dynamic picture. 


way, the diameter and direction of the common 
bile duct, and the presence or absence of calculi. 

2) Direct observations at operation. The degree 
and extent of pathology involving the adjacent 
organs could be observed. The pancreas could be 
palpated and after cutting the sphincter of Oddi, 
the entrance of the pancreatic duct into the 
posterior wall of the ampulla of Vater could be 
found. This was the most direct evidence for the 
presence of a common passageway. 

3) Intubation of the pancreatic duct. A technique 
was developed for the intubation of the duct 
of Wirsung (Fig. 2). Through such a tube the 
whole pancreatic duct system, the pancreas, and 
the retroperitoneal space could be visualized by 
roentgenographic means (Fig. 3). Postopera- 
tively, the resolution of the inflammatory process 
in this space as well as in the gland could be 
followed. In addition the pancreatic juice could 
be collected and analysed. Total 24 hour volume 
of juice could be measured, and its various con- 
stituents in health and disease determined. 

4) The physiology of the human sphincter of 
Oddi. Studies were made of the sphincter of 
Oddi by means of a T-tube previously placed in 
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the common duct at operation. Kymographic 
records of the tone of the sphincter of Oddi 


* showed that in the human it is a labile organ, 


responding especially to pain, emotion, and 
fatigue (Fig. 4). It was demonstrated that the 





Fic. 2. The polyvinyl tube (b) passes alongside the T-tube 
(a), through the lower end of the T lying in the common duct, 
through the cut sphincter of Oddi (c), and up the pancreatic 
duct. Bile and pancreatic juice are collected separately. After 
four days the T-tube is tied and the polyvinyl tube inserted 
into it by means of a needle (inset B), allowing the pan- 
creatic juice to circulate back into the duodenum. 





Fic. 3. In the absence of acute inflammation, the pan- 
creatogram delineates only the duct system of the pancreas. 
The plastic tube passes through the stump of the cystic duct, 
down the choledochus, makes a loop in the duodenum, and 
passes up the duct of Wirsung for a distance of 4 to 5 cm. 
Note the accessory duct of Santorini (arrow). 
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Fic. 4. Kymographic record of the resistance of the human 
sphincter of Oddi. Note that the resistance increases from a 
normal of 150 mm. of water to almost 200 each time pain is 
produced. Following an emotional upset the sphincter becomes 
spastic but relaxes with reassurance. 


mechanism which produced increased resistance 
to biliary flow and permitted reflux of bile into 
the pancreas was a spastic sphincter of Oddi. 

As a result of these observations a unified 
and logical concept of the pathological process 
in pancreatitis was developed. It may be sum- 
marized as follows: 

A. The initial insult is due to the reflux, under 
tension, of concentrated bile into the pancreatic 
duct as a result of spasm of the sphincter of 
Oddi. This can occur only in the presence of a 
common passageway. In all our cases of re- 
current pancreatitis a common passageway was 
demonstrated. The original experimental ob- 
servation of Flexner in 1906, that the bile salts, 
as a result of their injurious action on the duct 
epithelium caused activation of the trypsinogen 
and set in motion the whole process of edema, 
inflammation and necrosis, has been confirmed 
in the human. 

The controversy and confusion as to the 
etiology of pancreatitis is due to a curious fact. 
The human pancreas, after initial injury as a 
result of reflux of bile, becomes susceptible to 
the metabolic products of ingested fat or alcohol. 
Cure cannot be obtained by any form of treat- 
ment unless the patient is placed, for a period of 
6-24 months, on a diet in which these sub- 
stances are proscribed. The following clinical 
facts support this observation: 
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1. A normal pancreas does not react deleteri- 
ously to fat or alcohol. 

2. Imbibition of fat or alcohol, in the presence 
of a diseased pancreas, will result in acute 
pancreatitis even after sphincterotomy or- other 
operations such as vagotomy, gastrectomy, 
choledocho-jejunostomy, or caudal pancreatico- 
jejunostomy. 

3. When the pancreas regenerates after sphinc- 
terotomy, as evidenced by serial secretin tests, 
it no longer responds deleteriously to alcohol 
or fat. 

B. Following the entrance of concentrated bile 
into the pancreatic ducts, the course of events 
may be summarized as follows (Table 1): 


TABLE 1 


The Pathological Process in Pancreatitis 





1. Intraglandular changes 
Ducts, Acinar Tissue, Islet Tissue, Calcification 
2. Intraperitoneal spread of exudate and pancreatic juice 
(A) Through Foramen of Winslow (B) Through Base of 
Mesocolon 
Inflammation of Adjacent Stomach, Duodenum, Gall- 
bladder 
3. Retroperitoneal spread of exudate and pancreatic juice 
Pseudocyst Formation in Abdomen and Chest; Fat Necrosis 
Inflammation of Adjacent Common Duct, Kidney, Colon 
Changes in Splenic Vein and Porta] Vein 
4. Abnormalities in blood 
Rise in Pancreatic Enzymes; Changes in Blood Clotting, 
Loss of Electrolytes, Plasma Proteins 





1. Intrapancreatic Changes 


a) Changes in the Whole Gland: Since resolution 
of the pathological process is often protracted 
long after improvement in the clinical condition, 
a wide variety of pathological conditions can be 
observed. The inflammatory reaction varies from 
mild local to general edema, from patchy areas 
of necrosis to widespread necrosis and hemor- 
rhage. However, in many others, resolution of 
the acute inflammatory edema is complete, so 
that at operation performed during an interval 
between typical attacks, the pancreas is normal 
both to palpation and _ histological section. 
Inflammatory edema, when encountered, creates 
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a swollen, boggy, weeping gland. When there is 
widespread necrosis, ensuing fibrosis converts the 
gland into a hard, pipe-stem like organ. In some 
cases, efforts at regeneration between attacks 
causes elevation of individual lobules and results 
in a cobblestone-like surface as in cirrhosis of 
the liver. If the disease is arrested by sphinc- 
terotomy, and the patient kept on a fat and 
alcohol free diet, the gland will often regenerate 


‘TABLE 2 


Regeneration of Pancreas After Sphincterotomy (June 15, 1950) 
as Shown by the Secretin Test 





Total Total Total Amylase, 


Date 





Volume Bicarbonate | Lagerlof Units 
Aa “ec, N/t0 | 
gS, 92 48 110 
ES re 118 42 153 
O/Z6/53....6.3.33:| 123 80 246 


4 EAE iy rn 280 125 1230 
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to a remarkable extent as evidenced both by 
functional (secretin) tests (Table 2), and by 
histological evidence (Fig. 5). With extensive 
necrosis in the head of the pancreas, a true cyst 
may form (Fig. 6A). Following sphincterotomy 
such acute cysts will resolve. Chronic cysts may 
lose continuity with the main ducts, and have 
to be treated by intestinal anastomosis. True 
cysts do not form in the tail, but cystic dilata- 
tions with chronic inflammation and abscesses 
do occur. 

With the loss of islet tissue, due to the de- 
structive process, a chronic diabetes will result. 
This is not diabetes mellitus, but is similar in 
nature to post-pancreatectomy diabetes. These 
patients are highly sensitive to insulin, and doses 
as small as 20 units may produce severe and even 
fatal hypoglycemic shock. | 

b) Changes in the Ducts: The pancreatic ducts, 





Fic. 5. Regeneration of the pancreas. A biopsy taken at operation (A) after subsidence of an acute attack shows marked 
fibrosis, infiltration and almost complete destruction of the acinar tissue. Patient died four years later from another cause. The 


pancreas felt normal to palpation and histological section (B) showed almost complete regeneration of the acinar tissue. 





per 
cre 
the 


Henry Doubilet 


Fic. 6. Pathological changes revealed by pancreatic studies. Note (A) an acute cyst in the head of the pancreas (arrow). 
This cyst disappeared following sphincterotomy and drainage of the duct of Wirsung. A common finding is dilatation and even 
sacculation of the pancreatic ducts (B) as a result of long standing spasm of the sphincter of Oddi. Note (black arrow) fine tube 
through which the duct was injected. 


Fic. 7. Operative pancreatogram (A) produced complete opacification of the pancreatic tissue as a result of loss of semi- 
permeability due to the presence of acute inflammation. Two weeks later with resolution of the acute inflammation the pan- 
creatographic study (B) visualized only the duct system. A small area in the body was still faintly visualized (arrow) indicating 
the presence of mild residual inflammation. 
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as a result of long standing spasm of the sphincter 
of Oddi, may become dilated, and in the head, 
where periductal necrosis often occurs, even 
sacculated (Fig. 6B). During the acute process, 
the duct epithelium loses its important function 
of semipermeability, and the pancreatic juice 
permeates the tissues. The enzymes are absorbed 
into the lymph and blood stream, resulting in 
the characteristic rise in the serum amylase and 
lipase. This is well illustrated by pancreato- 
graphic studies carried out at operation and 
postoperatively. Whereas normally the radi- 
opaque solution is contained by the duct system, 


JANUARY, 1958 


in the presence of edema or acute inflammation, 
the dye permeates and opacifies the whole gland. 


‘When the acute phase subsides, permeation no 


longer occurs (Fig. 7). The rapid resorption of 
the pancreatic juice will prevent the sweeping 
out of the abundant masses of desquamated 
epithelial cells commonly present in the pan- 
creatic juice and lead to their precipitation. 
These may act as a nidus for calcification and 
explain the sudden appearance of myriads of 
stones after one of a series of acute attacks. These 
calcium carbonate calculi often work their way 
into the main duct and produce partial or com- 
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Fic. 8. In this case a mass of calculi (A, arrow) had produced partial obstruction of the pancreatic duct. An operative pan- ing 
creatogram (B) revealed the enormous distention of the duct (two arrows) as a result of this partial obstruction. After cutting bla 
the sphincter of Oddi the stones were located and removed by direct incision into the head of the pancreas. This incision was wal 
closed and the duct of Wirsung drained. Subsequent studies through the drainage tube showed organization of the cavity which 
contained the stones (C, arrow) and finally reformation (D) and shrinkage in the caliber of the pancreatic duct. (56 
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plete obstruction. In incomplete obstruction, the 
main ducts become hugely dilated (Fig. 8). 

c) Pancreatic Juice Secretion: Pancreatic juice 
secretion as measured by the secretin test is 
occasionally increased after an acute attack, 
presumably due to enlargement and congestion 
of the pancreas. Even with extensive injury to 
the gland, the secretin test is often normal be- 
cause of the regenerative capacity of the pan- 
creas. It is only with major destruction that the 
secretin test becomes diminished. One inter- 
esting finding is the presence of an excessive 
quantity of active trypsin, rather than trypsino- 
gen, in the juice flowing from an acutely inflamed 
gland. Following subsidence of the acute process, 
the active trypsin disappears. The presence of 
active trypsin in the ducts during the resolution 
of acute inflammation might be the explanation 
for frequent recurrence of an acute attack when a 
fat meal is given during the convalescent period. 


2. Intraperitoneal Spread of Exudate Containing 
Pancreatic Juice 


Exudate passing from the pancreas into the 
lesser sac and the general peritoneal cavity 
through the foramen of Winslow (Fig. 9) results 
in chemical peritonitis. In its progress over the 
dome of the liver and down the right lumbar 
gutter the clinical picture of either acute chole- 
cystitis, ruptured. peptic ulcer or acute intestinal 
obstruction is produced. The organs adjacent 
to the pancreas often become involved in the 
acute chemical reaction. Parts of the stomach 
and duodenum resting against the pancreas be- 
come severely inflamed, through all the layers in 
some instances, so that gastrointestinal bleeding, 
sometimes of massive extent, is observed. On 
rare occasions the splenic vein lying posterior to 
the pancreas becomes thrombosed. On one 
occasion thrombosis produced infarction in the 
liver. Acute pericholecystic inflammation, leav- 
ing a residue of dense adhesions about the gall- 
bladder is common. In our series of 109 thin- 
walled gallbladders found at operation, 61 
(56%) were covered by adhesions. In fourteen 
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Fic. 9. Sagittal section through the left nipple line shows 
in a roughly diagrammatic manner the retroperitoneal space 
in which the pancreas lies. Exudate following acute inflamma- 
tion will surround the capsule of the kidney and spread down 
as far as the sigmoid mesocolon. Upward spread will be con- 
tained by the diaphragm except at the hiatus through which 
the aorta passes. Here the exudate may invade the posterior 
mediastinum. The exudate may also spread anteriorly between 
the leaves of the mesocolon as well as the gastrocolic omentum. 
Transudate through the capsule will enter the lesser sac and 
pass through the foramen of Winslow into the general peri- 
toneal cavity (curved arrow). It will also pass directly through 
the base of the mesocolon into the left retrocolic space (straight 
arrow) and result in the formation of a “sentinel” loop. 


of these, adhesions interfered with mobility of 
the gallbladder, so that cholecystographic studies 
failed to visualize the organ. 


3. Retroperitoneal Spread of Exudate and 
Pancreatic Juice 


Accumulation of pancreatic juice in the retro- 
peritoneal tissues following necrosis and rupture 
of pancreatic ducts is a common occurrence. 
This is due to the fact that the resistance to 
flow of pancreatic juice through the spastic 
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Fic. 10. Operative pancreatogram (A) reveals a huge pseudocyst below the left diaphram with extention of the exudate down- | 
wards to the sigmoid mesocolon. Following sphincterotomy and drainage of the duct of Wirsung, pancreatographic (B) study | 
one month later revealed disappearance of the pseudocyst and its extention downwards. Only a residual fine space (arrow) was i 
left. : : 
} 
4 
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Fic. 11. Operative pancreatogram in this case delineated a huge pseudocyst in the posterior mediastinum (A). It developed as 
a result of passage of pancreatic juice retroperitoneally from a ruptured duct near the tail of the pancreas, along the aorta and 
upwards as far as 7D (arrow). Following sphincterotomy and drainage of the duct of Wirsung the whole pseudocyst disappeared 
(B). Only a short fine space (arrow) was left as evidence. I 
mas: 
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sphincter into the duodenum is greater than to 
its passage into the retroperitoneal space. 
Pancreatographic studies have revealed the 
extent of this process and the effect of sphinc- 
terotomy. Seepage of pancreatic juice into the left 
side at times forms large pseudocysts. The 
process may extend downward to the sigmoid 
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mesocolon and upward to the subphrenic space 
(Fig. 10). It may even extend along the aorta 
into the posterior mediastinum and lead to the 
formation of a pseudocyst there (Fig. 11). Ex- 
tension anteriorly between the leaves of the 
mesocolon may cause obstruction of the left 
side of the transverse colon. A perinephric ab- 


Fic. 12. Retrograde pyelogram showing severe narrowing of the ureter (arrow) due to the presence of a large retroperitoneal 
mass. Biopsy of this mass revealed granulation tissue and fat necrosis proving that the mass was the result of an attack of pan- 
creatitis. The small point of calcification above the arrow is mute evidence of previous fat necrosis. (Courtesy of Dr. Allister M. 
McLellan, New York.) 
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scess may form around the left kidney as a 
result of necrosis of the perinephric fat. At times 
acute inflammation of the kidney, with albumin, 
casts and red blood cells in the urine, is seen. 
Replacement of the necrotic material by fibrosis 
may obstruct the left ureter (Fig. 12). On the 
right side, pseudocysts are rare. However, ex- 
tension of the exudate up the gastro-hepatic 
omentum is common and produces an acute 
pericholedochitis. This, in association with swell- 
ing of the head of the pancreas, often causes a 
transient obstructive jaundice. The ensuing 
fibrosis produces a narrowing of the common 
duct and tortuosity due to shortening of the 
gastro-hepatic omentum. This fibrosis and short- 
ening pulls up and distorts the bulb of the duo- 
denum, often leading to a mistaken x-ray diag- 
nosis of duodenal ulcer. In our series, 47 patients 
had been treated previously for duodenal ulcer 
without avail, and a small number had been 
subjected to gastric operations. 

Deposit of fibrous tissue around the portal 
vein may cause obstruction of the short veins 
emptying into it from the gallbladder, common 
duct, duodenum and head of the pancreas. This 
leads to localized varicosities of these veins which 
at times may attain enormous size. We have 
noted this condition in eight of our cases. 


4. Abnormalities in the Blood 


a) Loss of Electrolytes and Plasma Proteins: 
Loss of fluid intraperitoneally, retroperitoneally 
and into the intestine produces deficiencies in 
electrolytes and plasma proteins. This is en- 
hanced if vomiting or diarrhea occurs during 
the acute phase. Large amounts of water, 
chlorides, potassium, blood and plasma are 
needed for replacement. Psychotic excitement 
and hallucinations are not uncommon (22 cases 
in this series) and are often diagnosed as delirium 
tremens. This psychosis is found to be related 
to low blood potassium. Administration of po- 
tassium can produce a normal psyche within a 
few hours, although as a rule the deficit is so 
great that 24 to 48 hours are required to restore 
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the serum potassium and relieve the psychosis. 
The blood calcium falls occasionally, but in our 
experience this occurs only in the most severe 
cases. In such cases 4 ampules of calcium 
gluconate should be administered daily. 

b) Circulating Pancreatic Enzymes: Loss of 
semipermeability of the duct epithelium during 
the acute inflammatory process allows large 
amounts of amylase and lipase to enter the 
lymph and blood. In our experience a high lipase 
is never found in the absence of a high amylase. 
In the presence of fibrosis of the pancreas, the 
serum amylase is not elevated. At times it is 
even absent. This phenomenon appears to be 
related to extensive loss of exocrine glandular 
tissue. 

Although it is likely that trypsinogen or other 
proteolytic pancreatic enzymes are elevated in 
the blood, no method for their measurement is 
available. Occasional changes in clotting and 
thrombosis of superficial veins suggests the 
presence of a high circulating trypsin. Further, 
excessive bleeding from needle puncture and 
gastrointestinal hemorrhage is encountered. The 
frequent presence of areas of necrosis in the 
liver, observed both clinically and in the experi- 
mental animal, may be due to an excessive 
amount of circulatory trypsin. 

On the basis of these physiological and patho- 
logical observations, the symptoms and signs 
of pancreatitis can be summarized as follows: 

1) Pain—may be absent, may be persistent, 
due to distension of the bile and pancreatic 
ducts behind a spastic sphincter, or may be 
severe and intermittent due to attacks of acute 
inflammation. 

2) Shock—usually absent but may occur due 
to loss of electrolytes, water and albumen intra- 
peritoneally, retroperitoneally, or as a result of 
vomiting and diarrhea. 

3) Elevated serum amylase, lipase and probably 
trypsinogen, due to loss of semipermeability of 
pancreatic duct epithelium. 

4) Bleeding—by mouth or rectum, due to 
involvement of stomach or duodenum. 





al 


in 
tr: 


fa 
so 
fu 
fai 
if ; 


ch 
pa 





- 2 & DM VS 





VOL. 7, NO. 1 


5) Jaundice—due to obstruction at lower end 
of common duct; usually transient, but in rare 
cases persistent for weeks. 

6) Paralytic ileus—due to chemical peritonitis. 

7) Obstruction of colon—at transverse or sig- 
moid colon. 

8) Diabetes—transient or permanent. 

9) Kidney—albumen, casts, and blood in 
urine; at a later date, perinephric abscess, or 
obstruction of ureter. 

10) Psychosis—due to loss of potassium. 

11) Pseudocyst formation in retroperitoneal 
space and in posterior mediastinum; pancreatic 
fistula, following drainage of pseudocyst. 

12) Acute cyst of head of pancreas, if unre- 
solved becomes a chronic cyst. 

13) Calcification of pancreas. 

The treatment of pancreatitis may be sum- 
marized as follows: 


A. Acute Phase 


1. No operative procedure. 

‘2. Rest of the upper abdominal organs, 
achieved by continuous naso-gastric suction to 
prevent entrance of acid to the duodenum, and 
anticholinergic drugs (atropine, banthine, 
pamine) to reinforce the effect of naso-gastric 
suction. 

3. Antibiotics, to prevent infection of exudate 
and necrotic tissue. 

4. Replacement of lost electrolytes, fluid, and 
albumen. In severe cases, transfusions and ad- 
ministration of large amounts of albumen is 
important. The albumen also appears to neu- 
tralize the action of circulating trypsin. 

5. After removal of the tube on the 3-Sth day, 
fat free clear fluids are given for one day and a 
soft fat free diet for the next day. After this a 
full fat free diet is given. It is imperative that no 
fats be given during the convalescent phase, for 
if any degree of pancreatitis is present, such foods 
might induce recurrence of a severe attack. If 
cholecystographic studies are made after the 
patient’s recovery from the acute episode, a fat 
meal should not be administered. 
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B. Operation During the Interval Phase 


The definitive treatment of recurrent pan- 
creatitis is section of the sphincter of Oddi. An 
operative cholangiogram is always done. The 
contrast medium is introduced through the 
cystic duct, or if the gallbladder is absent, by 
means of a needle inserted into the common 
duct. While the film is being developed, the gall- 
bladder, whether normal or diseased, is removed. 
The sphincter is then sectioned either endo- 
choledochally by a special instrument or trans- 
duodenally. If calcification is present or the 
presence of a pseudocyst is suspected transduo- 
denal sphincterotomy must be done, since a 
pancreatographic study is_ essential. The 
sphincter is sectioned for a distance no greater 
than 8-10 mm., and a fine plastic tube inserted 
in the duct of Wirsung. If the pancreatic duct is 
large or if a pseudocyst is present, the plastic 
tube is brought up the common duct and through 
the cystic duct. If the common duct is opened 
a T-tube is sutured in place. The post-operative 
treatment is similar to the treatment for acute 
pancreatitis. 


SUMMARY 


The clinical aspects of recurrent pancreatitis 
are clarified by relating them to the pathologic 
process. The physiological factors, upon which 
the treatment is based, are presented. 


QUESTIONS AND ANSWERS 


Dr. Warp: Thank you, Dr. Doubilet for a 
remarkable presentation of a most interesting 
piece of research. The fact nobody left indicates 
everybody was interested in your address and 
we appreciate it very much. As is the custom, 
there will be a time for questions and answers. 

QuEsTION: Has the technique of a secretin test 
been published? If so can you give me the 
reference? 

Dr. Dovusitet: Lagerlof, of Sweden has done 
the basic work. I have tried to simplify it and 
make it as practical as possible and the technique 
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is published in the Surgical Clinics of North 
America (29: 489, 1949). 

QueEsTION: Have you published work in the 
technique for your amylase test you were telling 
us about at dinner? 

Dr. DovBILeET: Yes, we found out by experi- 
ence, and that has been the experience of other 
hospitals, most cases invariably come in at 
night, holidays, Saturdays and Sundays. If one 
tries to get an amylase test done, somehow or 
other the technician is somewhere else and you 
have to wait, but you cannot wait. It is a very 
important test and we spent a number of years 
trying to develop a test which anybody can do, 
the student or intern or the resident. We pub- 
lished a paper about a year-and-a-half ago 
(J.A.M.A., 157: 908, 1955) on a rapid serum 
amylase test which takes no longer than 10 
minutes. It can be done by anybody and is quite 
reliable. As a matter of fact, a pharmaceutical 
firm in Baltimore has devised a simple practical 
kit to perform this test. 

QUESTION: When you say large quantities of 
potassium, how much? 

Dr. Dovusitet: That is pretty hard to say. 
Sometimes we give as much as 160 milli-equiva- 
lents every day for three days. There is no 
great danger if the patient is passing large 
amounts of urine. But if the patient is not 
urinating well, frequent potassium determina- 
tions of the serum by means of the flame photom- 
eter is necessary. But one must not be deceived 
by the fact that the serum potassium is normal 
because a patient can have a marked loss of 
potassium from his tissues and yet his hormones 
will keep the serum potassium normal. There- 
fore you must continue to give potassium if the 
urine output is normal and the situation can be 
kept under control by frequent potassium 
determinations. 

QUESTION: What about glucose during an 
acute attack, does it stimulate the pancreas 
too much? 

Dr. DovsBitEt: I haven’t found it so. We have 
measured the secretion of the pancreas on many 
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_ post-operative patients through the tube lying 


in the pancreatic duct and we have not found 
that the administration of glucose stimulates 
pancreatic secretion to any degree. We did find 
that the human can secrete an enormous amount 
of pancreatic juice. It is anywhere between two 
and three thousand cubic centimeters daily when 
the patient is eating three meals a day and is 
walking around. We have had one man recently 
who secreted four quarts of pancreatic juice in 
24 hours. It is an enormous amount and it must 
be replaced; otherwise the patient can die within 
24 hours from electrolyte loss. 

QuEstTIoNn: In the past there was considerable 
concern about preserving the integrity of the 
duodenal mucosa of the papilla of Vater during 
sphincterotomy. Is that still of concern? 

Dr. Dovusitet: I do not know quite what that 
means. The duodenal mucosa is not disturbed 
and the main thing I would say is that no sutures 
are placed around the papilla. We do not try to 
suture the mucosa of the duodenum to the 
mucosa of the ampulla after sphincterotomy be- 
cause it is a very dangerous procedure. I did 
not go into any technical details at this meeting. 
We just cut the sphincter of Oddi for a distance 
of seven or eight millimeters and we leave it 
alone; it will heal perfectly with the sphincter 
muscle in the position of retraction. 

QuEsTION: What narcotic is used for pain in 
the attack? 

Dr. Dovusitet: I am sorry I did not mention 
that. We never use morphine for pain under any 
circumstance in this disease. Morphine produces 
the most intense spasm and I believe that the 
disease is due fundamentally to spasm of the 
sphincter. We use demerol which produces some 
spasm but not half as much as morphine and we 
use very little of it because when naso-gastric 
suction is started and acid secretion prevented 
from entering the duodenum, pain disappears 
with great rapidity in a matter of hours. No 
more than one or two injections of demerol are 
required. We also give sodium phenobarbital 
intramuscularly to overcome the anxiety and 
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tension due to illness and pain. This helps to 
relax the sphincter of Oddi and further reduces 
pain. 

Question: Approximately how much plasma 
and electrolytes are required by a patient in a 
severe acute attack. 

Dr. DovusiLet: As a rule plasma is not re- 
quired. We do not like to use it very much. 
Electrolytes are given in 3,000 cc. water daily, 
about one-third normal saline and two-thirds 
glucose in water. A small amount of potassium 
is added. If the patient is very sick, however, and 
the blood pressure begins to drop or there is 
evidence of a rapid pulse and toxicity, we try to 
give either whole blood or albumin. We prefer 
to give one to five units of albumin. It has a 
remarkable effect in bringing down the pulse and 
generally improving the patient’s condition 
rapidly. 

QueEsTION: How frequently do you see the 
hunger syndrome of hyperinsulinism? 

Dr. DovuBILET: We have seen only one case 
of hyperinsulinism in a patient suffering from 
pancreatitis. It is possible that he had an islet 
cell adenoma. 

QueEsTION: What is the explanation of these 
cases of pancreatitis in which the pancreatic duct 
and common duct are apparently not dilated? 

Dr. Dovusitet: In early cases where there has 
been no prolonged spasm of the sphincter, the 
ducts will not be dilated. As a matter of fact in 
many cases of pancreatitis the common bile 
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duct is extremely narrow and never becomes 
dilated. I believe that the degree of dilatation 
depends on the original thickness and elasticity 
of its walls; some ducts will not distend under the 
maximum secretory pressure of the liver or 
pancreas. 

QuEsTIoN: Do you find uncontrollable weeping 
one of the symptoms of potassium deficiency in 
the psychotic patient? 

Dr. DovusiLet: No, I haven’t noticed this 
especially. Most of the patients who become 
psychotic during the recovery phase of pan- 
creatitis are terribly excited and have delusions. 

QuEsTION: Do you ever advocate drainage of 
the gallbladder during an episode of acute 
pancreatitis? 

Dr. Dovusitet: No I do not. I suppose it 
could be done but if the patient is very sick, as 
little as possible should be done and this means 
not even a cholecystostomy should be per- 
formed. I do not believe it is necessary. Oc- 
casionally, at operation on patients who have 
apparently recovered from an acute attack, the 
duodenum and pancreas are still swollen and 
inflamed. In such an event, it is good judgment 
to remove the gallbladder and drain the cystic 
duct. Cholangiographic studies can be done post- 
operatively through the tube and the definitive 
procedure of sphincterotomy completed two 
months later. 

New York University College of Medicine 
550 First Avenue 
New York 16, N.Y. 
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INTRODUCTION 


This is another one of the series of symposia 
which have been sponsored by the Joint Com- 
mittee on Medicolegal Problems of the Medical 
and Chirurgical Faculty of the State of 
Maryland, and the State and City Bar Associ- 
ations. 

We have attempted to present at this series 
of meetings subjects which are of common in- 
terest in the medical and legal professions. 
Tonight the text of the subject, as you know, 
is the Control of Chronic Alcoholism. I am very 
happy to present to you the excellent panel that 
will discuss that particular problem. 

Certainly those of us in the legal profession 
are in constant contact with troubles arising 
from alcoholism. I am also certain that the 
medical profession itself is constantly plagued 
by that particular problem. 

We are not going to solve the problems of al- 
coholism in the discussion here this evening, 
but there are certain phases of the subject which 

1 Presented before the members of the Medical and Chirugi- 
cal Faculty and the State and City Bar Associations on Friday, 
May 14, 1954, at the Medical and Chirurgical Faculty Build- 
ing, 1211 Cathedral Street, Baltimore 1, Md. 

2 Symposium arranged by the Joint Committee on Medico- 
legal Problems of the Medical and Chirurgical Faculty of the 


State of Maryland, the Bar Association of Baltimore City, 
and the Maryland State Bar Association. 


are of vital importance, and which are assuming 
a greater and greater importance in our public 
life; and I am sure that all of us are conscious 
of its potential effect in our public life. 

It is indeed a privilege for me personally to 
introduce the Moderator of the Panel, Dr. C. 
Holmes Boyd, who has given a great deal of 
thought to this particular subject in his personal 
private practice. 

Dr. Boyd, as Moderator of the Panel, will give 
a brief introductory statement, and then call 
upon and introduce the various members of the 
Panel itself. At the conclusion of their formal 
presentation, questions will be directed to the 
participants on the Panel by the Moderator. 

We have certain prepared questions which we 
believe will help them to develop the phases of 
the subject with which they are personally 
familiar. 

That will be followed by questions from the 
floor. I believe that you will notice there are 
tablets on the chairs adjacent to you. We ask 
that you kindly reduce your questions to writing, 
so that they may be passed up to the Moderator 
and by him directed to one of the individual 
participants on the Panel. 

It is now my privilege to introduce to you the 
Moderator of the Panel, Dr. C. Holmes Boyd. 
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Symposium 


C. HOLMES BOYD, M.D., Moderator* 


As the internist or general practitioner is 
usually the first to be consulted medically, it 
falls to my lot to introduce the discussion. I 
should like to tell you that I have had no more 
experience with this particular type of problem 
than anybody else in the routine practice of 
medicine. 

Perhaps, before beginning, I should give my 
interpretation of chronic alcoholism. To me, it 
means the use of any alcoholic beverage in such 
a manner as to injure one’s economic status, 
family relationships or social contacts. Several 
days ago, I was given another definition by an 
alcoholic who said, that to her it meant—taking 
a drink when you really did not want one but 
because you could not help it. Neither of these 
conceptions implies that the regular use of, or 
the amount consumed, makes an alcoholic, as long 
as it does not produce any of the before men- 
tioned undesired effects or that the situation is 
beyond the person’s control. In fact, there have 
been outstandingly successful and _ brilliant 
people who habitually consumed surprisingly 
large amounts over many years without apparent 
detriment. 

Alcohol in some form, has been known for the 
duration of recorded history—practically every 
race has had some type of fermented or distilled 
liquor and each generation its share of alcoholics. 
As this has been true of the past, I feel we must 
assume it for the future, directing our efforts 
toward the education of people in the proper 
use of drink and its possible dangers for some. 
Certainly, we know that efforts to legislate 
against its use have always failed and it would 
seem wiser to accept a more realistic approach 
directed toward control of the cases that develop. 

In this country, particularly since World War 
I, we have come to accept social drinking as a 
part of every day life, and in so doing, haye 
included women in increasing numbers. There 
can be no doubt as to the great increase in the 


* Assistant Professor of Medicine, The Johns Hopkins 
University School of Medicine. 


amount of alcohol consumed in recent years and 
with this an inevitable increase in alcoholism. 
As a result, more interest is being shown in 
efforts to combat the problem. 

One cannot predict the alcoholic until after 
exposure, and, therefore, prevention would seem 
impossible. Apparently, some people are con- 
genitally unable to handle drink in any form, 
though on casual contact they present no sug- 
gestive evidence of deviation from the average 
person. Medically, we assume that alcoholism 
is a symptom and not a disease, and that alcohol 
is used to cover some emotional inadequacy. 
Also, it is important to realize that it may 
first manifest itself at any time during life— 
sometimes well past middle age—and, that the 
smallest amount of alcohol in any form to an 
“arrested alcoholic’? is all that is needed to 
trigger a relapse. 

Usually, the situation is insidious in its onset, 
beginning in a setting of normal social drinking. 
Under these circumstances, the individual finds 
himself more at ease and considers himself more 
acceptable to people. It is quite a simple matter 
to progress from this to the use of the crutch 
when confronted with any problem which may 
produce tension or anxiety. With the passage of 
time this occurs more and more frequently and 
is soon beyond control. Sadly enough, the 
person usually does not realize the hold that 
alcohol has obtained, or if he does, is not willing 
to admit it to himself, let alone others. Certainly, 
I have never seen an alcoholic in the relatively 
early stages willing to consider himself one, and 
not too infrequently even when the problem is 
quite far advanced. They always assure you they 
can control or discontinue its use at any time 
they see fit. 

When it becomes apparent that an individual 
is using drink unwisely, pressure to control it is 
usually first brought to bear by family or friends. 
It is suggested that the amount and frequency 
of use be reduced to that which might be con- 
sidered normally acceptable. These tactics are 
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inevitably doomed to failure because of the 


underlying emotional problem; so that total’ 


abstinence is then urged with the same result. 
The next step is in not offering anything to drink, 
in locking it up or having none in the home. 
With the ready availability of drink in practically 
any community, it should be obvious that such 
measures will not succeed and that they tend to 
force the person into sneaky and solitary drink- 
ing. This situation usually continues over a 
considerable period of time, with promises of 
improvement and prompt relapse, or more fre- 
quently, no improvement at all. During this time 
the pattern becomes more definitely fixed, and 
often those most interested indirectly con- 
tribute because pride prevents their openly facing 
the facts and seeking additional help. When this 
is done, it may be a suggestion that the individual 
seek help from the clergy, an organization such 
as “Alcoholics Anonymous,”’ or a physician. 

If the latter, it is most apt to be, at first, the 
medical man most closely associated with the 
addict’s family or friends and by one of these 
rather than the patient personally. As a result, 
we find ourselves faced with a person, at best 
evasive, but much more frequently under pres- 
sure, resentful and not at all desirous of 
assistance. It can be seen from this, how difficult 
it is to get any comprehensive story of the prob- 
lem or cooperation from the individual with the 
result that the physician tends to begin with a 
sense of defeatism. One can almost always 
assume that the amount consumed will be 
minimized, the ability to control exaggerated, 
and to have pointed out that there have been 
no deleterious effects. Also, in my experience, I 
have found that it is usually impossible to obtain 
any history as to the reasons producing the 
condition. With this poor historical background 
one then, if possible, studies the patient in an 
effort to detect any evidences of physical de- 
terioration—most of these, we feel, being related 
to the dietary deficiencies so commonly associ- 
ated with this state. 

On this basis, an attempt is made to offer a 
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constructive program and in the process, I 
am afraid, tending to offer a series of well tried 
platitudes. However, the fundamentals in treat- 
ment should be, first, that alcohol is taboo in 
any form or amount because of the inability to 
control its use, plus the potential dangers of 
irreversible physical damage and the inevitable 
loss of interest and sympathy of those most 
closely associated. Next, supportive medical 
therapy as indicated—diet, accessory vitamins 
and perhaps aid in the form of mild sedation for 
a period. Thirdly, an attempt is made to stimu- 
late interest in activities aside from the routine 
which might be of value as outlets to take the 
place of alcohol. 

Perhaps we obtain a sincerely honest promise 
of cooperation, but much more frequently only 
lip service to the idea. Either way, the usual 
trend of events is that in a short period the 
physician will be faced with the same situation 
and the process is repeated time and time again. 
This is true because there is no real wish on the 
part of the person to change the pattern. Intense 
desire and complete cooperation are vitally 
necessary before any progress can be made, and 
even then relapse commonly occurs. Over the 
months or even years that this pattern may 
continue, the patient usually sees many 
physicians. 

At some time during this period one is almost 
sure to see the patient in a state of acute al- 
coholism—stuporous, psychotic or unable to 
retain food or drink because of gastric irritation. 
This necessitates the question of hospitalization 
and, here, the physician runs into great diffi- 
culties. General hospitals are exceedingly averse 
to accepting such patients because they are 
unmanageable and untidy as to habit. If one 
succeeds in having such a patient admitted, it is 
with the understanding that they will be trans- 
ferred to a psychiatric hospital if too difficult, or 
upon recovery from the more acute phase of the 
condition. Perhaps, it should be pointed out at 
this time that while two medical men may 
commit a psychotic patient to an_ institution, 
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they do not have the legal right to commit on a 
basis of alcoholism alone and this makes the 
handling of the recalcitrant an even greater 
problem. 

As a rule, only after a considerable period is 
more specialized help sought, either on an out- 
patient basis with one trained in dealing with 
emotional problems, or in an institution where 
one would receive such aid. 

I trust I have made clear some of the phy- 
sician’s difficulties in dealing with chronic al- 
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coholism, the extremely unsatisfactory results 
obtained and the obvious need for more satis- 
factory means of assistance to these people. 

At this point, I will turn the discussion over 
to Dr. Irving J. Taylor, Medical Director of 
Taylor Manor Hospital and Instructor in Psy- 
chiatry at the Johns Hopkins Medical School, 
a specialist certified by the American Board 
of Psychiatry and Neurology. 

24 East Eager Street 
Baltimore 2, Maryland 


PSYCHIATRIC ASPECTS OF CHRONIC ALCOHOLISM 


IRVING J. TAYLOR, M.D.* 


In recent years there has been a good bit of 
time spent in trying to impress the medical world 
and the public that alcoholics are sick people, 
and that alcoholism is a disease. Yet, while on 
the surface, alcohol seems to be the main prob- 
lem, it really is only the symptom of some deep- 
seated emotional conflict. In other words, al- 
cohol seems to be the means that the individual 
uses to get away from the problems which he 
has to face in his everyday existence. Hence, 
comes one of the definitions of an alcoholic, he 
is a person whose emotional growth seems not 
to have advanced to the degree that he can face 
life’s significant problems without the crutch 
of alcohol. 

In order to treat this condition we first have 
to make the diagnosis. The alcoholic himself is 
proverbially the last one to recognize his own 
condition. This does not mean that it is necessary 
for the alcoholic to hit bottom before he can start 
back up. In fact, with what we know today, it is 
necessary for us, his family, friends, minister, 
or physician to help him recognize his problem 
before he is the victim of some destructive act of 
serious consequence which occurs in an acute 


* Medical Director of the Taylor Manor Hospital and 
Instructor in Psychiatry, The Johns Hopkins University 
School of Medicine (the latter post resigned since this paper 
was written). 


alcoholic crisis in the course of chronic 
alcoholism. 

Therefore, making the diagnosis is step num- 
ber one. Getting the alcoholic to agree that this 
is so is second. And the third is the willingness 
to do something about this condition. 

After the above difficulty is settled, it then 
becomes necessary to determine where the 
alcoholic in a particular instance can be best 
treated before we can determine just what his 
treatment should be. There are some patients 
who may be seen by the physician on an office 
basis, or perhaps as an out-patient at a clinic, 
or the patient may stay for a short while in a 
nursing home. 

It is believed advantageous by most doctors 
that treatment should be initiated in a hospital 
situation. This serves to remove the patient from 
members of his family and his home or work 
environment. Some of these factors are usually 
important in the alcoholic’s drinking. The ques- 
tion as to where to hospitalize is frequently a 
problem. General hospitals for the most part are 
reluctant to admit alcoholics, although this is 
being done in increasing numbers of hospitals 
in this country. Private or psychiatric hospitals 
do not care to be known as an “alcoholic retreat” 
or a “sobering up joint,” but are willing to 
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accept patients with alcohol problems, feeling 
that the emotional situation which is in the 
background is the important matter on which to 
concentrate. State hospitals will accept alcoholic 
patients, but the problem of having the patient 
stay long enough is vexing. Usually as soon as 
he is on his feet he will clamor for discharge. 

The manner of getting into a psychiatric hos- 
pital, whether private or public, is very easy. A 
patient may enter a private hospital without the 
need to sign any papers whatsoever. If he goes 
to a closed building initially he will be asked to 
sign a voluntary commitment slip saying that 
he agrees to enter the hospital voluntarily and 
that he will give three days notice in writing 
should he desire to leave. This latter is also a 
means of entering a State hospital. Otherwise 
there is the medical commitment under the 
Maryland law, in which there is needed the 
certification by two physicians that the symp- 
toms of the patient are of such a nature that 
hospitalization is necessary on that basis, rather 
than just alcohol. 

The next question which we might ask is the 
normal length of time necessary to adequately 
treat an alcoholic. It, after all, depends on the 
goal to be desired, and what we mean by treat- 
ment. If we mean only a drying out of the al- 
cohol from the body, this will take place in three 
to five days, and the patient will leave the hos- 
pital without anyone having had the chance to 
accomplish anything constructive. If the goal 
would be to achieve a little more stability before 
returning to his environment, he might stay in 
the hospital from two to four weeks, during which 
time he has had a chance to realize a period 
without alcohol, and this might be sufficiently 
long enough to break the vicious cycle. This is 
not recommended, however, unless the pressures 
are such that it is impossible (for example, for 
financial reasons), to remain from one’s job for a 
longer period of time. This could be tried, say 
perhaps twice, and if this treatment was not 
successful perhaps a longer period would be 
indicated. Actually, if the goal of hospitalization 
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is short term psychotherapy, then we might es- 
‘timate three months. If long term psycho- 
therapy, or more intensive treatment, such as 
psychoanalysis is the goal, a year or more is 
indicated, perhaps any length of time up to 
one year in the hospital and three to four addi- 
tional years of treatment after leaving the 
hospital. Unfortunately financial situations play 
an important part in deciding the treatment 
goal. From the court standpoint, I believe that 
most psychiatrists who practice in hospitals feel 
that if a particular length of sentence to a hos- 
pital is to be carried out under court order, that 
the time be made for a period of one year, or 
time set so that the judge can review the case 
on the doctor’s recommendation any time after 
the six month period. This serves to make the 
judge the authoritarian in the case, and leaves the 
doctor free to handle the medical and psycho- 
logical treatment. : 

What are the methods then, that we use in 
treatment? You note that I have mentioned 
treatment rather than the word cure. Most of 
us feel that there is no such thing as a cure for 
alcohol. But rather our aim is to seek an arrest 
of the illness. We might compare this to the 
condition we find in tuberculosis, where this 
illness is never considered cured, but arrested, 
subject to a possible breakdown and recurrence, 
should a certain combination of factors within 
and without the body occur. Then, too, there is 
no simple method of changing the alcoholic to a 
non-alcoholic. There is no text-book formula to 
apply in treatment. Each person, however, 
should be considered as a unique case with 
individual problems. One usually finds that it is 
necessary to use a combination of the various 
means of treatment, and that combination is 
formed of those particular treatments which are 
best suited to the alcoholic’s physical and emo- 
tional condition. 

A general physical examination is the first 
thing, and the patient must be treated for any 
associated or resulting medical condition, such 
as heart, liver, eyes and teeth. Great patience 





VOL. 7, NO. 1 


and tolerance by the medical man is called for, 
since the alcoholic by this time has alienated 
his family and friends and is not particularly 
interested in whether or not he does the same 
for his family physician. The chronic alcoholic 
has little conception of time or for the feelings of 
others, and the frequent summoning of his 
doctor in the middle of the night will not serve 
to create the proper atmosphere for any but the 
very tolerant physician. 

General medical treatment of chronic al- 
coholism is the next step. This usually requires 
the treatment of the acute alcoholic phase in 
which the patient is first seen. Immediate with- 
drawal and the inaccessibility of alcohol is im- 
portant. Delirium tremens usually occurs within 
two to five days after drinking is stopped in 
certain alcoholics unless this is done under 
medical supervision. In the past fifteen years of 
abruptly withdrawing alcohol in a private hos- 
pital setup, I have never known of a case of 
delirium tremens developing. The alcoholic who 
demands another drink, therefore, can be as- 
sured that he will recover without it. 

Reestablishment of the fluids and the electro- 
lyte balance of the body is important and it is 
felt that the administration of 2 to 4 gm. of salt 
in the first 24 hours, in addition to any fluid 
which the patient prefers such as milk, fruit 
juice, water or soft drinks will serve this purpose. 

Since the alcoholic usually drinks to the ex- 
clusion of proper meals, there exists a vitamin 
deficiency and vitamins B and C are given. 
Thiamin Chloride in large doses such as 100 
mgm. by injection, one to three times daily, for 
the first three days, as well as one-half to one 
gram of vitamin C per day for the first three 
days is recommended. 

It is felt by some that you can help metabolize 
the excess alcohol in the body by the adminis- 
tration of intravenous glucose and insulin. 

Adequate sedation to control the tremor, 
tension and restlessness is important. It is usually 
better to give repeated small doses of medication 
rather than large single doses. Paraldehyde is an 
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exceptionally useful sedative, as are also 
bromides, barbiturates, and chloral. There are 
some who feel that the alcoholic is very easily 
addicted to barbiturates, so they hesitate to use 
them. There is a danger also in using chloral 
in the acutely intoxicated individual, since this 
combination forms the familiar knock out drops. * 
Mephenesin (tolserol), one-half to one and a 
half gms. every four hours has been found useful 
in relaxation of the acute nervous tension and 
relieving the acute gastrointestinal upsets. 
With reference to hormones ACE (Adrenal 
Cortex Extract) has been found to lessen the 
degree of the postalcoholic symptoms, such as 
marked tremor, tension, excitability, or nausea 
and vomiting. There is a theory that many 
alcoholics have a deficiency of secretion of the 
adrenal-cortex gland which predisposes them to 
alcoholism by lowering their alcohol tolerance. 
There are others that believe that ACE can be 
useful only in relief of symptoms of acute al- 
coholic intoxication. It has been found, however, 
that a number of patients will benefit, and the 
dose for the aqueous extract is 10 cc. to 20 cc. 
daily for one to three days. This may be given 
in the same flask as the intravenous dextrose and 
saline and insulin infusion if a total time of six 
hours per liter is taken. ACTH has also been 
very useful in relieving symptoms of acute 
alcoholism or impending delirium tremens and 
the dosage used is 25 mgm. in the infusion. 
The conditioned reflex treatment has fallen 
into disuse in this part of the country principally 
because there is no positive incentive for the 
alcoholic to stop and there is no new outlet for 
the emotional forces pent up within him. This 
treatment is, as you know, the repeated associa- 
tion of nausea and vomiting with the drinking of 
alcohol. An injection of an emetic producing drug 


is given simultaneously with a drink of whisky, 
and pretty soon the patient develops an aversion 


* Since writing this paper the use of tranquilizers, particu- 
larly the phenothiazines (e.g. Trilafon, Thorazine or Sparine), 
have been found ideal. 
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to the whisky because of the vomiting produced. 
This is not a method of choice. 

A newer treatment of a somewhat similar 
nature has achieved beneficial results. This 
medication called Antabuse serves as a chemical 
fence around the compulsion to drink. It sets 
up a self-imposed allergy in the alcoholic’s sys- 
tem, and it gives him a temporary reason not to 
drink. I might point out that unless the alcoholic 
is willing to undergo this treatment, it will 
serve no useful purpose. It, in itself, is not a cure. 
It is a useful adjunct in serving as an immediate 
deterent to taking the first drink, while the al- 
coholic is undergoing psychiatric treatment. 
This is very simply accomplished by taking one- 
half to one tablet of Antabuse each day, prefer- 
ably in the morning, at the same time one 
brushes his teeth, so that the habit becomes 
firmly established. This goes on for an indefinite 
period of time. 

Of the various methods of treatment men- 
tioned above, one or a combination of several 
may be used in treating an individual. We must 
again emphasize that these medical aids are 
only adjunts to treatment and they alone will 
not serve to bring about the proper result in any 
but a small percentage of cases. 

Since we feel that the personality make-up 
and emotional disturbance in the individual 
is the factor behind the alcoholism, we naturally 
feel that psychiatric treatment is the most im- 
portant factor in achieving a beneficial result. 
There are several ways we can tackle this prob- 
lem. The psychological test, such as _ the 
Rorschach ‘or ink-blot test, serves to evaluate 
the personality structure and give various leads 
to the therapist in cases where resistances to 
treatment on an unconscious level seems high. 

Psychotherapy calls for a reduction in the 
guilt and remorse of the alcoholic and in the 
reestablishment of his self-respect. This may be 
accomplished on an individual basis or in group 
psychotherapy. Individual psychotherapy is 
quite expensive for the average individual, since 
he may be seen one to five times weekly, and on 
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a private basis this would cost from $10 to $20 
per visit. The therapist is careful not to repeat 
the attitude of the alcoholic’s environment. 
That is, not to be authoritative, or try to make 
decisions for the patient. For example, if the 
alcoholic might ask, ‘Do you think I should 
give up serving cocktails in my home to my 
friends?” The therapist would reply, ‘‘Whatever 
you think best.” 

In group therapy there is a chance for identi- 
fication with others with the same problem. 
Some groups are shown films on the various 
mental mechanisms and these prove to help 
break down the barrier to discussing one’s own 
emotions. 

Alcoholic Anonymous, which I will mention 
again in a moment, is very much akin to group 
psychotherapy. 

We might mention here the role of punishment, 
by jail sentence, in the treatment of alcoholism. 
It serves no useful purpose, since the individual 
returns to society in no way changed during his 
incarceration. Such incarceration without treat- 
ment would seem to be a waste of the taxpayers’ 
money. 

The fourth method of treatment (and we 
might combine them) is social and religious. If, 
for example, the alcoholic might place himself 
for treatment with the threat of a jail sentence or 
a divorce action of his wife hanging over his 
head, we might imagine that it is difficult for 
him to accept treatment, since he would be con- 
centrating on the immediate situation and the 
difficulties involved. Before we go into any of the 
psychological factors, it would then be important 
to get his immediate reality problem in better 
order. 

Since a chronic alcoholic has apparently 
almost purposely set out to alienate himself 
from his family, friends and job, the reintegra- 
tion with the members in these constellations is 
an important task of the doctor, family, and 
friends. 

Here Alcoholics Anonymous serves a very 
important and useful role. To be a member, a 
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person must admit his alcoholism and this is 
emphasized by identification with other al- 
coholics. He raises his self-esteem by making 
enormous sacrifices to aid his fellow sufferers in 
various personal ways. There is a good deal of 
spiritual feeling involved, since the AA accepts 
the guidance of a Superior Being, and therefore 
does not feel so overwhelmed by his alcoholism. 
It is interesting to note that the court cannot 
order an alcoholic to attend AA. The alcoholic 
can be offered this privilege but he must make 
up his own mind that he will attend willingly. 

We have only touched on the religious help 
which a person can get, but we might emphasize 
here that pastoral counseling and guidance can 
be an important factor in getting the alcoholic 
to admit that he has a situation beyond his 
control and is in need of help. One might mention 
also the tremendous job accomplished by the 
Salvation Army in the reclaiming of derelicts in 
our large cities. 

We have discussed what to do to help the 
alcoholic. One might wonder what happens to 
those who either refuse or are unable to receive 
treatment. Twenty-nine per cent of these have 
had an alcoholic problem throughout their 
lifetime. Twenty-eight per cent drink themselves 
to death. We have often heard or seen reports 


LAWS PERTAINING TO 


DONALD H. 


I would like to say at the outset that I will 
take credit for the small crowd that is here to- 
night, because I personally invited well over a 
hundred attorneys that I know to come here 
tonight, and asked each and every one of them 
to sit up here on the platform, as a horrible 
example. Perhaps that is why they stayed away. 

Also, I would like to say, some of this talk may 
seem a little strange, because it had been origi- 
nally planned that I was to follow Judge Carter, 
and we also had it planned that we were to 
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in the newspapers of those who have lived to be 
over one hundred and claimed that alcohol has 
preserved them. It is true that sixteen per cent 
of the chronic alcoholics live to be over seventy- 
five years of age. On the other hand, twelve per 
cent die before the age of forty. 

The most important thing which I would like 
each of you to feel is that we are not dealing with 
a situation in the dark, but today there are avail- 
able ways and means of arresting chronic al- 
coholism. The increasing awareness of this fact 
by the public, is indicated by the establishment 
in the State Health Department of an alcoholic 
unit, which is at present setting up clinics in 
various places to serve as information centers to 
alcoholics and their families and in some in- 
stances to render help on an out-patient clinic 
basis. 

Taylor Manor Hospital 
Ellicott City, Maryland 


Dr. Boyp: The next speaker is Mr. Donald H. 
Frye, attorney at law. He is a graduate of the 
University of Maryland Legal School and for 
ten years has been a member of the Legal Aid 
Bureau, Inc. As all alcoholic commitments go 
through this office, this has resulted in his be- 
coming very familiar with the laws pertaining to 
this problem. 


CHRONIC ALCOHOLISM 
FRYE, Esq.* 


divide the subject, and secretly I think I stole 
all of Judge Carter’s material. 

Since I am up here speaking, I suppose I am 
to be classified as an expert on this topic, ‘““The 
Control of Chronic Alcoholism,” from the legal 
profession’s side. I wish I could feel that way 
about it, but it actually isn’t so. Actually, few 
attorneys really know anything about this topic, 
although they run into it—alcoholism, I mean— 
very often. I am here representing the legal 
profession on this symposium simply because we 
apparently have no experts in this field. How- 
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ever, having worked as an attorney for ten years 
at the Legal Aid Bureau Inc., I do have some 
equality with my professional brothers on this 
topic. During those ten years I continuously 
ran into the effects and results of alcoholism. I 
assisted several hundred people to commit 
themselves to Eastern Shore, Spring Grove and 
Springfield State Hospitals, for treatment for 
alcoholism. Incidentally, in ten years, only one 
to Crownsville State Hospital! I saw the results 
of alcoholism on the alcoholic and those whose 
lives were interwoven with his. The results were 
shocking: Broken homes, juvenile problems, 
financial problems, death, crime, etc., were all 
the result of chronic alcoholism. 

Aicoholism is never pretty, and only on the 
rarest of occasions is it humorous. One incident 
I encountered which was funny was that of an 
alcoholic asking that his commitment papers 
be delayed so he could umpire a baseball game 
that day; but for the most part there was nothing 
funny about it. These were sick people, physi- 
cally and emotionally; and their loved ones were 
getting to be sick people; and the situations sur- 
rounding alcoholism were pitiful. However, there 
was one strange thing which I did discover about 
alcoholism. In a large number of cases no one 
was even conscious that it existed—neither the 
alcoholic nor his family. In other cases, there 
was just a half-way recognition of it; and in 
almost all cases there was very little knowledge 
on the subject. 

How should the lawyer handle the alcoholic 
problem when it presents itself? That is surely 
the $64.00 question! Frankly, there is no one 
answer. Sometimes, there appears to be no 
answer. However, I am going to make a few 
basic suggestions which might prove helpful to 
the practicing attorney. Some of these have 
already been mentioned this evening and some 
are so obvious that you will probably get the 
idea that I am trying to insult your intelligence. 
That is not the case: I am simply assuming that 
you did not take a course in alcoholism in law 
school. 
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My first suggestion would be that you learn a 


‘little about alcoholism. Some of that is being 


accomplished this evening. Additional informa- 
tion can be acquired in pamphlet form from 
Alcoholics Anonymous, whose phone and office 
address are listed in first position in the Balti- 
more City Phone Book. Information and pam- 
phlets can also be obtained from the Maryland 
Society on Alcoholism and, of course, from the 
Enoch Pratt Free Library. 

One of the best ways to learn something about 
alcoholism in an interesting form and from the 
alcoholic’s point of view is by reading their own 
stories as printed in the book, Alcoholics Anony- 
mous. 

My second suggestion (more or less a caution) 
is that after you do acquire a little knowledge on 
alcoholism, you try to realize that all you do 
have is a little knowledge. I feel it is safe to say 
that no two alcoholic problems and no two 
alcoholics are exactly the same. Therefore, with- 
out exception, if you have to deal with an alco- 
holic, try to get medical advice, examination, 
treatment, etc. before doing anything else. The 
doctor is the better person to suggest treatment 
and therapy than the attorney. Oftentimes the 
alcoholic is suffering from malnutrition, vitamin 
deficiencies, psychosis or other non-connected 
sicknesses which can only be discovered and 
treated by a physician. Incidentally, the hospi- 
tals in Baltimore have always been most cooper- 
ative in emergency treatment in their out-patient 
or accident clinics. 

Third: When you get a client who, on the 
physician’s advice, needs hospitalization, and 
who wants hospitalization, but is unable to pay 
for it at private hospital rates, you can obtain it 
by using the commitment law, Art. 16, Sec. 53, 
of the Maryland Code, of which Judge Carter 
will speak more later. In the event you need any 
assistance on forms or know-how, if you will call 
the Legal Aid Bureau Inc., and ask for the 
attorney who handles these matters, he will 
cooperate with you to the fullest extent. The 
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Bureau handles so many of this type of commit- 
ment that it has become routine with that office. 

Fourth: Treatment can be obtained in cases of 
emergency without going to court by means of 
Art. 59, Sec. 36. This is the law which enables 
one to commit himself voluntarily to a hospital. 
By implication it requires the signature of one 
physician who certifies that the person compre- 
hends the act of voluntary commitment. Forms 
for this type of commitment can be obtained by 
physicians, lawyers and patients at the Depart- 
ment of Mental Hygiene, 2216 N. Charles Street. 
ANOTHER CAUTION: Do not assume that 
all physicians know this law, as I know from 
experience that they do not. Incidentally, 
arrangement should be made with the admitting 
physician at the hospital prior to using this 
method, as the hospitals, especially the State 
hospitals, do not approve of it, for sound medical 
reasons. Those reasons are based upon the law 
itself, which requires the hospital to release the 
patient within three days after a request to leave, 
unless he is committed by two physicians in the 
interim. 

Fifth: Treatment by hospitalization can be 
obtained on an involuntary basis by two doctors 
signing certificates of insanity. As strange as this 
may seem to you, the majority of alcoholics who 
get into Spring Grove or Springfield State 
Hospital go via this method—something around 
sixty per cent. Most of them believe that a 
police magistrate has sent them because they 
can remember being in Central or Northwestern 
Police Station, but can’t remember the physi- 
cians. Oftentimes they are examined in the City 
Jail after receiving a sentence, and are then sent 
by this method to one of the two mentioned 
hospitals. Obviously, if this method of commit- 
ment is used, the alcoholic must be giving signs 
of psychosis, usually in or on the verge of 
delirium tremens at the time of examination. I 
can see nothing wrong with committing a sick 
alcoholic by this method, and have arranged it 
on several occasions when I was convinced that 
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the individual did not comprehend what he was 
doing. On this type of commitment the patient 
will stay in the hospital for varying lengths of 
time, but usually about two weeks. The hospitals 
will release them when the psychosis has van- 
ished. 

Another method of commitment of an alco- 
holic or habitual drunkard, as the law so refers 
to an alcoholic, is an involuntary method as 
found in Art. 16, Sec. 52, of which Judge Carter 
will also talk. By this procedure the alleged 
habitual drunkard can be arrested by the sheriff 
on the order of a judge (not a police magistrate) 
and be tried by a jury to determine if said person 
is an habitual drunkard, incapable of taking 
care of himself. If the jury so finds, the Court 
will appoint a committee who, with the consent 
of the Court, confines said person in a suitable 
institution. The law itself says, “the proceeding 
in such cases shall be like those now authorized 
by law in cases of persons alleged to be lunatics 
or insane.” 

I have checked with the Department of 
Mental Hygiene, and so far as memory and its 
records show, only one person from Baltimore 
City has ever actually been committed under 
this section of the law. This is also true according 
to the clerks of both of our equity courts here in 
Baltimore. However, I do understand that this 
law has been used once or twice in the Counties. 
I know of one instance where there was a trial 
before a jury here in Baltimore, but said jury 
did not find the accused to be an habitual 
drunkard incapable of taking care of himself. 
In the very few instances that this law has been 
initiated the person arrested has voluntarily 
submitted to commitment under section 53, 
which is the voluntary section of the law, and 
appropriate amended petition with the consent 
attached has been filed and a commitment order 
signed. 

This law, for the most part, is ineffectual 
except as a threat. By the time that the indi- 
vidual would ordinarily get a jury hearing he 
would be almost “as sober as a judge” and the 
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jury would not believe him to be incapable of 
taking care of himself. 

Seventh: In view of the fact that so many 
attorneys are called upon from time to time for 
information as to what is available in our State 
which might be of help in solving an alcoholic 
problem, I am going to conclude these sugges- 
tions by enumerating means of assistance other 
than the medical profession and the legal pro- 
fession, with a brief explanation of each. I 
thoroughly understand that this whole subject 
is more of a social problem than a legal one, but 
there is really no way to separate one from the 
other completely. Also, so many clients expect 
an attorney to know everything, and the clients’ 
questions seldom stop where the legal problem 
ends and something else takes over. Besides, it 
is useful to know every possible means of getting 
this alcoholic problem out of the office and 
thereby lower your own blood pressure. 

(1) Alcoholics Anonymous from an alpha- 
betical as well as a successful point of view should 
be first. This is an organization which is like a 
loosely knit fraternity. There are no dues, no 
fees and no subscriptions from any outside 
source. Incidentally, if you want to will them 
any money, don’t do it—they won’t accept it. 
There are approximately 160,000 members 
throughout the world, most of whom are in the 
United States. Its success lies in the understand- 
ing which one alcoholic has for another, and in 
the earnest desire of the individual alcoholic to 
rid himself of his alcoholic problem. A. A. wel- 
comes new members, but will work only with 
those who are themselves interested. This 
organization is not out to sell its program and 
will not call upon an alcoholic unless he himself 
requests it. Also, it is not organized to teach 
alcoholism on a large scale, nor does it run 
hospitals. In other words, it is not a business, 
profession, lending institution, hospital, religious 
movement, educational institution or prohibition 
movement. Alcoholics Anonymous is really only 
a self-contained movement of arrested alcoholics 
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whose philosophy apparently is “The Truth 


* shall set us free.” 


(2) The Maryland Society on Alcoholism is 
another means of helping the alcoholic. It is a 
non-profit organization affiliated with the Na- 
tional Committee on Alcoholism. It is composed 
of citizens who are interested in alcoholism, be 
they alcoholic or non-alcoholic. The purpose of 
this organization is basically education of the 
public on alcoholism, and the dissemination of 
information to the public on what is available, 
in regard to this problem. It can and does solicit 
funds from its members, the public and from 
private industry. In time it will be a useful and 
informative lever to be used for (and possibly 
against) whatever the state does concerning 
alcoholism. When it obtains sufficient funds it 
plans to set up a public information center on 
alcoholism. This organization holds public 
meetings and has and will obtain prominent 
speakers in the field of alcoholism. 

(3) Last, but by no means least, is the present 
state program on alcoholism. In 1952, the 
General Assembly, as item 39 of the miscellane- 
ous appropriations No. 2, made available the 
sum of $25,000.00 to the State Department of 
Health for study and research, education and 
assistance in the treatment of alcoholics, to be 
spent subject to the approval of the Governor. 
That sum was raised to $35,000.00 the following 
year. The Governor by executive directive 
established the Section on Alcohol Studies, under 
the Division of Mental Health, Bureau of Pre- 
ventive Medicine of the Maryland State Depart- 
ment of Health. The director of this section, who, 
incidentally, is called “chief,” is a Mr. Joseph 
Dellinger, whose office is at 2411 N. Charles 
Street. To date this section has sponsored 
five out-patient clinics—namely, in Towson, 
Rockville, Annapolis, Hagerstown and Salisbury. 
Each clinic is open one evening each week and 
has a psychiatrist, a psychologist, a nurse and a 
social worker (on duty). Treatment consists of 
individual and group therapy, the latter getting 
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an assist from volunteers from Alcoholics 
Anonymous. 

The Section on Alcohol Studies has purchased 
films and considerable reading material in the 
way of books, etc. These are made available to 
schools, libraries, clubs, civic groups, doctors, 
alcoholics and their spouses, and hospitals. The 
activities of the Section are partially supervised 
by a Citizens’ Advisory Committee of eighteen 
people both lay and professional, from a cross- 
section of the state. Among other things that 
this voluntary committee does is to select the 
candidates to be sent to the Yale Summer 
School of Alcoholic Studies. Ten were sent last 
summer and ten will be sent this coming summer. 
These students are selected in such a way as to 
obtain a representative cross-section of labor, 
industry, education and religion. 

In addition, the section chief is working to- 
wards establishing a clinic in Baltimore City, 
and also toward getting a permanent law on 
alcoholism through the General Assembly, to 
establish a legal commission on alcoholism which 
it is hoped will be able to do far more than the 
present arrangerrent has been able to accom- 
plish, for it is admittedly only a temporary 
stop-gap measure. 

Now, if all that I have said is not the answer to 
this problem, what, then, is the answer? Or at 
least a better answer? Another $64 question! 
Frankly, I don’t know the answer. At the 
present time, with the Section on Alcohol 
Studies I have described, Maryland has an 
alcoholic program. This is classified as an inte- 
grated plan; that is, the alcoholic program is 
part of an existing agency—in our case the State 
Health Department. In quite a few states the 
alcoholic program is set up as an independent 
agency of the government, usually under a com- 
mission. Should we have such a plan, or should 
we just expand what we have? An answer to 
that question could be that our Governor should 
within the very near future appoint a committee 
composed of members from the medical and legal 


Symposium 31 


professions and others who have knowledge per- 
taining to this problem, such as the present 
chief of the Section on Alcohol Studies, and 
some from his volunteer committee, for the 
specific purpose of looking into this problem 
and making specific recommendations to the 
Governor and the Legislative Council; and then, 
as a result, presenting a workable, adequate bill 
on alcoholism to the General Assembly. 

Why such a committee? Just this: There is so 
much that has been done and tried in other 
states that not to take advantage of this knowl- 
edge would be a great mistake. There are so 
many things to ccnsider in drawing up an 
adequate law on this particular subject that 
our time tonight will not permit more than just 
mentioning a few items. For example: How 
should a program be paid for? Should it be paid 
for through special taxes or through the general 
fund? Should the people who use the services 
pay, if they are able? Should a commission 
accept contributions from private industry? 
Should the commission have power to accept 
court commitments? They do in a couple of 
states. And so on. 

What is the urgency for such a committee? 
The General Assembly meets for its “long” 
session this coming January, and seven months 
is not much time until it convenes. Furthermore, 
I have been informed that the act entitled ““Com- 
mission on Alcoholism,” which has four times 
been introduced in the General Assembly, and is 
in substantially the same form as when it was 
originally drawn for the 1947 legislature, is going 
to be reintroduced this coming January. This 
act has twice died in Committee—in 1947 and 
1951; it has twice passed through the General 
Assembly and then vetoed by Governor Lane— 
in 1949 and 1950. In his reasons for vetoing this 
bill the Governor stated that there were not 
proper controls over the expenditures under the 
provisions of the Bill. This Bill provided for the 
annual appropriation of $100,000. Before such 
sums of money are to be spent (and it may be 
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possible that even $100,000 isn’t enough—and I 


am not saying it is not enough), it seems to me * 


it would be best to have a committee decide 
whether this bill is the best possible answer to 
the problem of control of chronic alcoholism. It 
is very possible that an organized expansion of 
our present state program is the answer; perhaps 
the answer is the commission plan, as set forth 
in the bill; or it might be that a combination of 
the plan provided in the bill and what we have 
at present is the answer. Who could better decide 
what plan is best than such a committee as I 
have suggested? I also feel that some study 
should be made of the possibilities of educating 
the coming generation on alcoholism and how 
this could best be effected through the schools 
and other agencies. 

As you no doubt know, we have been held to a 
time limit here tonight. This is a topic which 
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cannot be disposed of within this time limit, nor 
can it be if we took all night. All that can be done 
here is to scratch the surface. If we accomplish 
nothing else here tonight, I feel that it is a good 
start for these two professions to recognize alco- 
holism as a major problem that affects both 
professions, and one in which both professions 
have to work together if we hope to find a solu- 
tion to it. 
1201 Fidelity Building 
Baltimore 1, Maryland 
Dr. Boyp: The next speaker is the Honorable 
J. DeWeese Carter, Associate Judge of the 
Second Judicial District of Maryland, and a 
member of Maryland and the Caroline County 
Bar Associations. Judge Carter will discuss some 
of the aspects of this problem in relation to the 
court. 


CHRONIC ALCOHOLISM IN RELATION TO THE COURT 


HONORABLE J. DEWEESE CARTER* 


At the outset, I should like to express my 
pleasure at being invited to participate in this 
panel discussion. The idea of inviting judges 
from the Eastern Shore to come to Baltimore in 
a professional capacity seems to be gathering 
momentum of late. A few weeks ago, all the 
judges of my circuit were assigned the very 
pleasant duty of sitting for brief periods as 
members of the Supreme Bench of Baltimore 
City. That experience was both enjoyable and 
educational for all of us, and this has been like- 
wise. 

I have been requested to discuss the subject 
under consideration from the standpoint of 
existing laws and the extent to which they are of 
benefit in the control of chronic alcoholism. I 
hasten to add however that I am speaking from 
my observations as a judge and not as an expert. 

In the interest of clarity, it seems advisable to 
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divide the existing laws on the subject into three 
general classifications, that is: 

(1) Those designed to punish and deter the 
chronic alcoholic. 

(2) Those designed to make intoxicating 
liquors unavailable to chronic alcoholics; and 

(3) Those designed to afford treatment to the 
victim. 

In respect to the first classification, there is a 
statute which was enacted in 1892 making the 
act of being an habitual drunkard, a misde- 
meanor punishable by a fine up to $100 or im- 
prisonment up to six months, or both, which is 
now codified as Section 145 of Article 27 of the 
Annotated Code of Maryland. This law makes it 
a criminal offense to be drunk upon a public 
street or highway or at any public worship or 
public resort or public amusement, and provides 
that any person convicted of this offense five 
times in any one year shall be considered an 
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habitual offender under the law and subject to a 
separate punishment. If we adopt the compara- 
tively modern medical view expressed here this 
evening by the distinguished members of the 
medical profession who have preceded me, that 
chronic alcoholism is a symptom evidencing a 
maladjusted personality, a disease which re- 
quires psychological treatment in the same man- 
ner that diseased tissue requires medication, 
then we certainly must conclude that habitual 
drunkenness in the case of a chronic alcoholic 
is the involuntary result of his disease and not a 
voluntary anti-social act on his part. 

To make such involuntary conduct a crime 
and punishable as such, is contrary to the 
American concept of justice and fair play. Fur- 
thermore, from my experience I do not believe 
that criminal punishment or the threat of it, 
acts as an effective deterrent to the excessive 
use of alcohol by a chronic alcoholic. In several 
instances where chronic alcoholics were involved 
in cases before me, I have attempted to stiffen 
their resistance to alcohol by imposing sentence 
and then suspending it on condition that they 
discontinue the use while on probation. In some 
instances these persons have succeeded, during 
the period of probation, only to revert to their 
old habit at the conclusion of supervision. In 
others, they have been unable to comply with 
the conditions even during the period of proba- 
tion, have frankly said so, and commitments 
have then been made to a mental hospital]. In 
no case has the suspension of sentence, on condi- 
tion the defendant discontinue the use of alcohol, 
resulted in a permanent cure. Based on this 
experience, it is my opinion that a criminal 
statute such as section 145 of Article 27, which 
provides punishment for an habitual drunkard 
as such is neither a just law nor an effective 
deterrent to correct the trouble which it is 
designed to remedy. 

In respect to the second class of statutes, that 
is, those which are designed to make intoxicating 
liquors unavailable to the chronic alcoholic, I 
believe they are desirable, but like the National 
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Prohibition Act and other liquor control meas- 
ures, are difficult of practical enforcement. There 
are two such statutes now in force in Maryland: 
—Section 47 of Article 59 enacted in 1916; and 
Section 115 of Article 2B enacted in 1941. Sec- 
tion 47 of Article 59 prohibits the sale or gift of 
intoxicating liquors to or procurement for any 
inmate, patient, attendant or employee of any 
state hospital for the insane or any private 
insane institution without the consent of the 
superintendent and makes such acts a misde- 
meanor punishable by a fine up to $100 or im- 
prisonment up to sixty days or both. The purpose 
of this law is obvious and it should be vigorously 
enforced by all hospital authorities. 

Section 115 of Article 2B prohibits any licensee 
of alcoholic beverages, or his employees from 
knowingly selling, furnishing, or giving away 
any intoxicating beverage to an habitual drunk- 
ard or to a mentally deficient person or to any 
person whose parent, spouse, guardian or child, 
brother or sister, shall have given notice in 
writing to the licensee of intemperate habits, or 
of unsound mind or impaired physical condition 
of such person. The law provides a fine up to $50 
for the first offense and up to $100, or 30 days, 
or both, for all subsequent offenses. In Allegany 
County, the penalty is a fine up to $1,000 or 
imprisonment up to 2 years, or both. The law is 
now applicable to five counties only, that is, 
Allegany, Carroll, Charles, Howard and Wash- 
ington. The word “knowingly” as it is applied to 
habitual drunkards is defined by the law to mean 
such knowledge as a reasonable man would have 
under ordinary circumstances from the habits, 
appearances or personal reputation of such 
individual. It appears that this statute which 
prohibits the furnishing of intoxicating liquors 
to habitual drunkards from all legal sources is an 
important and necessary step in the direction of 
control and should be made applicable on a 
state-wide basis, and the more severe penalty, 
contained in the Allegany County law, made 
applicable generally. While the practical en- 
forcement of this law may encounter some 
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difficulties, particularly in establishing that the 
licensee knowingly sold or furnished to an habitual 
drunkard, nevertheless it is believed that if made 
effective on a state-wide basis, it could be of 
material assistance in the control of chronic 
alcoholism. 

The third class of laws are those designed to 
accomplish control of chronic alcoholism by 
treatment and rehabilitation of the addict. 
These statutes consist of sections 52 to 59, 
inclusive, of Article 16, and section 1 of Article 
59 of the code. Section 52 was enacted in 1888 
and provides for ‘the involuntary commitment 
of an habitual drunkard. The statute sets forth 
that a petition may be filed in the Circuit Court 
of the counties, or Baltimore City, where the 
alleged drunkard resides, alleging that such 
person is an habitual drunkard incapable of 
taking care of himself or his property. The court 
thereupon directs a warrant of arrest to issue 
summoning the alleged drunkard before a jury 
who are empanelled to determine whether the 
party against whom the petition is filed is an 
habitual drunkard incapable of taking care of 
himself. If the jury so find, the court shall 
appoint a committee and such committee shall, 
with the written approval of the court, confine 
such person in a suitable institution for such 
period or periods as the court shall approve. The 
committee may with the approval of the court 
release him at any time. He shall be detained for 
such length of time as may be necessary for his 
complete reformation. The word “reformation”’ 
rather than “‘cure’’ is conspicuously used in the 
statute, signifying that the legislative and public 
attitude toward an habitual drunkard at that 
time (1888) was to consider him a person who 
had “‘fallen from grace” and in need of “reform.”’ 
This is a far different diagnosis from the view of 
modern medical science which substitutes for the 
former phrase “habitual drunkard,” the words 
“chronic alcoholism” and for the word “reform,” 
the phrase ‘“‘treatment and cure.’ The statute 
also provides that any person alleged to be an 
habitual drunkard thereunder may dispense with 
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the legal proceedings necessary to establish the 
same and with the approval of the court volun- 
tarily appoint his own committee and enter any 
institution selected by the court for a limited 
time agreed to by him. The committee appointed 
under this statute is vested with the same 
authority as a committee appointed under 
lunacy proceedings. As Mr. Frye has previously 
stated, this section is seldom used. I believe the 
reason for its infrequent use is that the lunacy 
statute can usually be applied where the person 
has reached the point of being unable to manage 
himself or his property. Under that statute an 
adjudication can be had in a shorter time and 
with less formality. 

Sections 53 through 57 were enacted in 1894 
and provide for the voluntary commitment of an 
indigent habitual drunkard by court order. 
These sections set forth that an inhabitant of 
the state who is of kin or a friend of an habitual 
drunkard residing in the state may petition the 
circuit court of the county where such drunkard 
has resided for at least six months immediately 
preceding, for leave to send him to an institution 
for medical treatment for drunkenness at the 
expense of the county. Such petition is required 
to set forth under oath that the alleged drunkard 
and those who are legally chargeable with his 
support are financially unable to incur the 
expense of his care, and shall have appended the 
written assent of the alleged drunkard agreeing 
to accept the care and treatment. There is also 
required to be appended the written statement of 
three taxpayers in the county stating that they 
are familiar with the facts contained in the 
petition and believe it is a proper case for assist- 
ance from the county. It is provided by section 
54 that such drunkard shall not be sent to any 
institution for medical treatment for drunken- 
ness unless the managers thereof agree to treat 
such patient for a sum not to exceed $100 and 
that the county shall not be required to send 
the same habitual drunkard to any institution a 
second time at its expense. Section 59, enacted in 
1914, limits the amount to be expended by Balti- 
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more City to $3,000 in any one year. There is 
certainly no danger of the alcoholics in Balti- 
more being over treated on the basis of this 
figure in these times. 

Section 1 of Article 59, enacted in 1834, pro- 
vides that when any person is alleged to be 
lunatic or insane, indigent and without persons 
legally chargeable with his support, the county 
in which such person resides shall, upon the 
certificate of two qualified physicians, cause 
such person to be sent to a hospital at the 
expense of the county, there to remain until he 
-hall have recovered. 

Section 58 of Article 16, enacted in 1945, 
provides when any person charged with a 
criminal offense is shown to the satisfaction of 
the judge to be suffering from acute or chronic 
alcoholism, the judge may commit him to one of 
the state hospitals for treatment and observation 
under such terms and conditions as he may 
determine. While section 52 was designed to 
provide for the involuntary commitment of an 
habitual drunkard, its provisions require a formal 
determination by a jury and as a practical 
matter. Section 1 of Article 59 and Section 58 of 
Article 16 are frequently used to accomplish 
involuntary commitments in these cases. Under 
Section 1, two physicians certify the patient is 
suffering from alcoholic psychosis and thereby 
accomplish his commitment to a mental hospital. 
When section 58 is employed, a charge is pre- 
ferred, setting forth that the subject was unlaw- 
fully drunk, in violation of Section 145 of Article 
27, and a commitment is then made to a mental 
hospital. Upon his release the criminal charge is 
usually dimissed by order of the State’s Attorney. 
This statute prescribes a quick procedure with a 
minimum of formality and is frequently em- 
ployed to accomplish hospitalization of an 
indigent alcoholic. 

It is my opinion, based on observation of the 
cases that have come before me, that while the 
authority to commit is adequate under the 
existing statutes, such statutes do not provide 
an adequate means of care and treatment for 
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the addict in court committed cases. The only 
facilities now available for the treatment of 
these cases are the four mental hospitals. While 
the managing personnel of these institutions 
have always been most cooperative with the 
court and desirous of doing the best possible job 
that their facilities will permit, they are handi- 
capped in administering adequate treatment, 
because of overcrowded conditions and inability 
to give the time that is necessary for adequate 
treatment. In some instances the institution is 
not equipped to treat the cases completely 
separate from psychotic patients. In. addition, 
the alcoholic will often hesitate to go voluntarily 
to a mental hospital because he knows that his 
community still classifies such an institution as 
an insane asylum. It appears to me as a layman, 
that if this addiction is now accepted by the 
medical profession as a chronic disease, then 
persons afflicted with it should be eligible for 
admission to the chronic disease hospitals already 
erected and in the process of being erected in this 
state. It is also my belief that if the facilities of 
these new institutions were made available to 
these unfortunate people, there would be much 
less reluctance on their part to seek care and 
treatment than is now the case when they know 
they must go to a mental hospital. 

Another facility which is now in the experi- 
mental stage and which appears promising are 
the out-patient alcoholic rehabilitation clinics 
now being conducted by the State Department 
of Health in various counties under a general 
appropriation for that purpose. I am advised 
that such a clinic has been established at Salis- 
bury, on the Eastern Shore, and in four counties 
on the Western Shore. While I am not personally 
familiar with the success of this experiment, I do 
believe that since the services are of a specialized 
nature designed especially for the treatment of 
this disease, that it should be more adequate 
than that now furnished by the mental hospitals 
and is certainly available in a more acceptable 
place from the standpoint of the patient. 

It appears to me that one of the basic diffi- 
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culties in securing adequate treatment for 


alcoholics in this state in the past has been that- 


public opinion continues to consider persons 
addicted to the excessive use of alcohol as 
“drunken bums” rather than unfortunate per- 
sons suffering from a chronic disease. Conse- 
quently, there has been less disposition on the 
part of the legislature and public officials gener- 
ally to make available the funds necessary to 
provide adequate treatment than is the case 
with other chronic diseases. The fact that Mary- 
land has not considered this problem as one 
which should receive substantial public financing 
is evidenced by the fact that the amount to be 
expended for all of the addicts in Baltimore City 
is still limited under the statute enacted in 1914. 
I noticed in a recent publication that the City of 
Boston expended approximately $500,000 last 
year on chronic alcoholism. You certainly cannot 
do a job in providing adequate treatment for a 
chronic disease such as this unless you spend the 
money and furnish the necessary facilities, which 
cannot be accomplished by meager funds and 
minor public attention. 

The education of the public generally, so they 
will understand the true nature of chronic 
alcoholism would appear to be the job of the 
medical profession and one which should receive 
their prompt attention. It is most apparent from 
the cases which come before the court, that this 
disease is daily affecting not only the lives of its 
addicts but the lives of fine innocent people in 
close association with these unfortunate persons. 
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I refer to those cases of broken homes due to this 
disease and children who find their way into both 
the juvenile court and the criminal court as 
youthful first offenders without proper parental 
control or example. The problem is an acute and 
important one to our communities and it seems 
high time that we adopted a realistic and pro- 
gressive program to deal with it. If the public 
knows the score I am confident they will support 
the program, and I sincerely hope an educational 
program to that end may be accomplished with- 
out further delay. 

I should like at this time to pay special tribute 
to the Alcoholic Anonymous Units throughout 
the State and particularly to those on the 
Eastern Shore who have done such a fine and 
outstanding job and whose leaders have given so 
very generously of their time and effort in the 
effective and permanent rehabilitation of the 
great majority of people who have sincerely 
sought their help. My experience with these 
units has been that they have done more to 
bring about the permanent cure of afflicted 
persons than any other agency now operating in 
Maryland. In my further opinion they are en- 
titled to receive the gratitude of all good citizens 
in their respective communities and the financial 
support of the legislature of this state to assist 
them to carry on and expand their fine work. 

I want to thank you for your very kind atten- 
tion, and for the privilege of being here with you 
tonight. 

Denton, Maryland 


DISCUSSION 


Dr. Boyp: Dr. Taylor I have several questions 
here to be submitted to you, the first of which is: 
Do you recommend that all alcoholics seek the 
help of a psychiatric specialist? 

Dr. Taytor: No. Although it would be useful, 
such extensive psychiatric treatment is not 
practical from a standpoint of resources avail- 
able or finances. There are other methods which 
can result in symptomatic improvement. 

Dr. Boyp: The second question is: Psychia- 


trists feel it important to attempt to find the 
cause of alcoholism while Alcoholics Anonymous 
ignores causation. How do you explain this dis- 
crepancy? 

Dr. Taytor: Well, I sort of expected such a 
question, since we have lawyers here in the 
audience, and feeling that they would try to 
catch me by stating there was such an apparent 
discrepancy, I have prepared an answer to that. 

I would like to compare this with a fever. We 
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no longer today, as doctors, treat fever, but we 
treat the illness that causes the fever. However, 
if the fever goes up to 105 or 106, the patient 
may die of the fever while you are trying to find 
out what ails him and what drug to give him. 
You give him ice packs and sponge baths in 
order to keep the fever down, so that you can 
have someone to treat further. The same is 
certainly true of alcoholism. Undoubtedly AA 
treats the symptoms. From the psychiatric 
standpoint, this may not be getting at the root 
of the trouble, and in a good many cases this is 
not necessary, so why not do it the simplest 
way? 

Dr. Boyp: The end results have been in a 
great many cases exceedingly satisfactory, so 
lar as the treatment of the alcoholic is con- 
cerned, is that not true? 

Dr. TAYLOR: Yes. 

Dr. Boyp: Mr. Frye, here is a question for 
you: Can a police magistrate commit an alco- 
holic? 

Mr. Frye: No, he cannot. A great many 
people think he can, but he does not have the 
power. The law specifically limits it to judges 
of the circuit courts in the counties and the 
judges of the Supreme Bench in Baltimore City. 

He possibly should have that power in some 
instances. And I don’t know whether it is good 
or not. But I believe that it would be good, espe- 
cially in Baltimore City. The police magistrate 
does not have power enough to do anything 
except to call in two physicians; two physicians 
who can commit him as an insane individual if 
he is terrifically drunk. But when there is no 
psychosis, there is nothing that can be done with 
him except to fine him or send him to Graystone 
Manor, over on Buren Street—the City Jail. 

Dr. Boyp: Will industry knowingly employ 
an arrested alcoholic? 

Mr. Frve: Yes, there are quite a few of them 
that will. I have run into a good many of them 
down at the Legal Aid Bureau. 

And here is an example of it. And I do not 
suppose they will mind my mentioning it. The 
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Standard Oil Company will give leaves of ab- 
sence to some of their valuable employees in 
order to take treatment for alcoholism. 

Another one which is well known in the in- 
dustrial field will not only employ alcoholics, I 
even know about an alcoholic there that they 
employed when they had a great amount of work 
in trying to keep their valuable employees that 
they have, by setting up an alcohol program 
within their organization. This is the DuPont 
Company in Delaware, and another one locally, 
which I am going to mention, but they do not 
have a program for alcoholics, but I do know 
that they employ a larger number of alcoholics— 
and I will give you the name: It is the Bendix 
Corporation, out in Towson. And I know there 
are others. But I was just using them as ex- 
amples. 

Dr. Boyp: Have you any idea how satisfactory 
that has been? 

Mr. FRYE: Well, I think for the most part it 
has been very helpful to the employer. I mean 
you find so many of these alcoholics are well- 
trained individuals. I know of one case where | 
committed a man to Spring Grove, where I 
talked to him on two different occasions before I 
finally got him to go to Spring Grove. He first 
came into the office on a landlord-tenant prob- 
lem, and I tried to get him to go then, and he 
said, “‘Well, I will go one of these days, but not 
right now.”’ The second time he was an accident 
victim. And I urged him to go. It was a question 
of alcohol and gasoline. And at that time I tried 
to get him to go, but he would not go. And the 
third time he came in and wanted to go to the 
hospital, but at that time it was too late, and he 
died shortly after. He was put in the hospital. He 
was sent to University Hospital, and they could 
see he was in bad condition when he got there. 
He was a man who at one time had been a very 
prominent engineer in Pennsylvania. 

And I have seen numerous cases of that kind, 
school teachers and everyone else who have come 
through the office down there, who are well- 
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trained individuals. There is an awful lot of 
valuable material that is well worth salvaging. 

Dr. Boyp: Judge Carter, what do you think 
the medical profession could do by way of 
educating the public as to this problem? 

Jupce Carter: Well, Dr. Boyd, that may 
have been rather a presumptuous statement 
that I made that the medical profession should 
educate the public on this matter. I am sure that 
the medical profession is just as much interested, 
and certainly much closer to the problem than 
the legal profession, but it occurs to me there 
are a very small amount of public funds ex- 
pended on this program and I believe the prin- 
cipal reason for this situation is there is no 
enthusiasm from the standpoint of public opin- 
ion, and consequently no support of legislation 
for the cure. It was my feeling that if the medical 
profession in some way could get through to the 
ordinary citizen that this trouble is a chronic 
disease, that it might change the public thinking 
and in turn change the availability of public 
funds to support a program for adequate treat- 
ment. 

Specifically, I would say that it might be done 
by way of talks before representative service 
clubs, or releases by the medical associations 
through the press and by the same methods that 
have been so successfully used in respect to 
public education of cancer, TB, heart and other 
diseases. 

Dr. Boyp: Do you feel that treatment in 
mental hospitals should be discontinued? And I 
am sure that by that is meant a public institu- 
tion as opposed to private. 

Jupce Carter: Yes, Doctor, I believe it 
should be discontinued. It seems to me that 
these unfortunate people are very resentful 
and reluctant to voluntarily go to a mental 
hospital. Almost without exception the cases I 
have had any experience with resent being sent 
to what they consider an insane asylum, and 
they think that their friends will misinterpret 
the cause of their being sent there. Under these 
circumstances they go in a bad mental state, 
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and I do not believe they gain maximum benefit 
from the treatment that might otherwise be 
accomplished. If it is a chronic disease it seems 
to me it should be treated as such, and not as a 
mental disease, at least not in the same ward with 
psychotics. 

Dr. Boyp: Mr. Waters, do you have any 
questions? 

Mr. Waters: Yes, I do, Dr. Boyd. There is 
present with us tonight the Chief Medical 
Examiner from Baltimore City, Dr. Russell 
Fisher. I think it might be helpful if he would 
tell us something as to the medical tests that are 
available for the diagnosis of chronic alcoholism, 
and say just a word about the proposed legisla- 
tion that is being sought and that will probably 
be considered by the incoming legislature, upon 
the subject of compulsory tests for the deter- 
mination of alcoholism. 

Dr. Fisher, would you say just a word about 
that? 

Dr. FisHeR: Of course, my remarks are ad- 
dressed principally to the problems of acute 
alcoholism, because they are the ones that I see 
mostly in my line of work. 

This is said with some forethought, because 
as the victims of auto accidents throughout the 
State, we inter about six hundred of our citizens 
each year, and it can be shown year after year 
that about twenty-five per cent of them are 
under the influence of alcohol at the time of 
their death. This does not necessarily mean that 
their death was due to alcoholism, but in many 
cases this is true. There is no open season on 
drinking, and yet a fellow who gets intoxicated 
and steps in front of an automobile is pretty apt 
to find that some driver mows him down. 

It goes from there into the homicide field: We 
have about a hundred and fifty or so murders a 
year in Maryland, and about sixty per cent of 
the victims are drinkers. 

Think for a minute of the economic toll of 
this, in regard to the worth of the citizens to the 
community—and of course, I am sure that is 
more than the statisticians calculate—but they 
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say that the loss of a citizen means about 
$40,000 loss to the community. So if one hun- 
dred and fifty citizens who because of alcohol- 
ism come to sudden death in an automobile 
accident each year, and you multiply it by 
$40,000, there is about $6,000,000 that our State 
could well save. Certainly some part of it might 
so a long way in dealing with the problem. 

Then, of course, there are the homicide cases. 
We attempt to apprehend the individuals who 
cause these deaths, and then we go through the 
necessary steps in the trial, and this is a very 
expensive business. Of course, it is not the alcohol 
alone that causes death, but in many cases we 
‘ind the killers were friends of the victim and 
went out on a little drinking party which ended 
up with one of them dead, because of the addic- 
tion of these friends to the bottle. And it is with- 
out any malice or forethought. 

So it costs each of us, or it costs our State 
somewhere between one and ten thousand dollars 
to try a homicide case. This totals another 
$600,000 or more a year. We are spending a lot 
of money on alcoholism, whether we know it or 
not. I suspect we could spend some of it far 
better in dealing with a more effective way of 
prevention. 

Now, of course, this has two phases: One is the 
prevention and treatment of chronic alcoholism, 
and the other is the dealing with the problem of 
acute alcoholism. 

We are not dealing with either effectively. 
Every year, of the people who are arrested and 
tried before a magistrate, or before the Superior 
Courts, for drunken driving in the State, you can 
estimate that our net percentage of convictions 
will run about sixty per cent, which means that 
either the other forty per cent are being unjustly 
charged and prosecuted for being under the 
influence while driving, and this is reprehensible, 
or else our mechanism for administering justice 
in these cases is very poor. 

There are a lot of our citizens who are thinking 
very seriously about what can be done in the 
matter of dealing more effectively with the 
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alcoholic, in reference to the courts. One of the 
steps which has been taken in sixteen of our 
states has been the use of tests that are intended 
to tell if the person was in fact under the influ- 
ence. 

There are a variety of chemical tests that are 
available. The simplest one, of course, depends 
on the breath. But they can be backed up by 
tests of the blood. And those tests will establish 
the maximum that anyone can use in the way of 
alcohol. Our studies show that with above 0.15 
per cent blood alcohol that it is dangerous for 
anyone to be driving a vehicle. 

It seems likely that there will again be intro- 
duced in the Legislature next year a bill intended 
to authorize tests for the determination of what 
is drunken driving. 

This is a minor part of the total problem. But 
certainly any mechanism is good which can help 
us, or can assure us that the individual who 
takes the lives of his fellow citizens in his own 
hands because of not stopping at a couple or 
three drinks, will be stopped from drinking 
eight or ten before he gets behind the wheel of a 
three thousand pound, or maybe a $3,000 ve- 
hicle. The alcohol test law may help to have this 
citizen think a lot more seriously about what he 
is going to do. If you can, by tests that are 
administered, be sure that the individual who is 
driving while under the influence knows that he 
is apt to be apprehended, and apt to be dealt 
with firmly by the courts, I think you will be 
getting some help. By the same token, this law 
would do well in protecting a man who for one 
reason or another appears to be drunk or under 
the influence, but is not. We should see to it that 
this man might escape any false charge, or a lot 
of worry and strain, because it is proved he was 
not, in fact, under the influence when he got into 
this jam. It seems to me that this is one good way 
to succeed a little bit in approaching the problem, 
and what to do about it in order to bring about a 
better condition than we have now. 

Detroit did it, you know. They started out 
some ten years ago on a really vigorous program 
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of dealing with people for driving while under, 


the influence. And up to that time they admitted 
that they were killing about 90 people a year in 
that city due to people driving while drinking. 
They started a program of drunken drivers 
going to jail when they were involved in an 
accident in which there was serious property 
damage or death, and as a part of the program 
the persons involved are required to take a test 
for alcohol. They have cut their toll of death 
from 90 to ten per year. 

This is a startling figure, and it gives us a 
little something to aim at here. If we apply the 
same sort of statistics, it seems likely that we 
could perhaps save one hundred lives a year in 
this State by active work to prevent driving 
while under the influence. 

Of course, this is a little far afield from chronic 
alcoholism, except that it means that a good 
many of our chronic alcoholics also have auto- 
mobiles, and they contribute significantly to the 
total group where alcoholism enters into acci- 
dents with motor vehicles, or where alcohol and 
gasoline do not mix. 
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I think that each of you should think seriously 
about supporting such legislation, and examining 
it from all aspects; and if you decide that it is 
good for our citizens, then give it your support 
in the coming session of the Legislature. 

700 Fleet Street 
Baltimore 2, Maryland 


Mr. Waters: Mr. Chairman, the hour is 
getting late, and we are approaching the time of 
adjournment. 

On your behalf, as members of the audience, I 
would like to express your appreciation to the 
members of the Panel who have made such an 
excellent presentation of the subject this evening. 
It is an important problem. It is one with which 
we are all faced. I hope that the discussions that 
have been generated here this evening may 
assist in the ultimate solution of this problem. 

Again, on behalf of the Panel, I wish to thank 
you for your courteous reception of their re- 
marks, and thank you very much for being here. 
Good night. 


SURGICAL ASPECTS OF BILIARY TRACT DISEASE* 


SYMPOSIUM 


MODERATOR: I. S. Ravpin, M.D. 
PANEL MEMBERS: Louis KrauseE, M.D. 


RussELL H. Morcan, M.D. 
ALFRED BLALock, M.D. 


Amos R. Koontz, M.D., Presiding 


Dr. Koontz: Ladies and gentlemen, I am 
simply going to introduce very briefly the mem- 
bers of this Panel and then turn the meeting 
over to Dr. Ravdin, who will conduct the Panel 
on Surgical Aspects of Biliary Tract Disease. 

* Presented before the Baltimore City Medical Society, 
Friday, October 7, 1955, at the Medical and Chirurgical 


Faculty Building, 1211 Cathedral Street, Baltimore 1, Mary- 
land. 


First, I might say I don’t have to introduce 
Dr. Ravdin to this audience or any audience in 
America; he is well known to everybody in 
America in medicine. As you know, he is Profes- 
sor of Surgery in the University of Pennsylvania. 
He has a lot of other unique distinctions. He is a 
famous globe-trotter; he is in great demand as 
a speaker. Last winter I called him and asked 
him if he would come to one of our meetings 
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this fall and this was the only one he could 
come to. The rest of this program was filled by 
Bill Grose and his Program Committee, and 
they have made an outstanding program for us. 

Dr. Ravdin, besides being a distinguished 
civilian surgeon, is also a distinguished military 
surgeon. He is the only man in captivity or out of 
captivity who has ever held a reserve commission 
as a Major General in the Medical Corps of the 
United States Army, so that is really a unique 
distinction. 

Two other members of this Panel, one of 
whom is missing (Dr. Morgan) are also well 
known. They don’t have to be introduced to you 
either. We have the unparalleled Dr. Krause, 
on the end there. Not only is he a great Internist 
and one of the men most in demand for speeches 
in Baltimore, but also an eloquent orator; Egyp- 
tologist; Archaeologist; and Seismologist. 

Dr. Alfred Blalock, I couldn’t begin to de- 
scribe to you. Everybody in the world knows 
Dr. Blalock and what he has done in surgery 
and what he has done in American Medicine. At 
the present time he is President of the American 
College of Surgeons, and of the American Surgi- 
cal Association. He is a Past President of the 
Southern Surgical Association and the Baltimore 
City Medical Society. You know the things he 
has accomplished in surgery as well as I do. 

I am sorry Dr. Morgan isn’t here so I could 
say something about him, but I hate to say it 
behind his back. I will refrain from saying any- 
thing about him and let him speak for himself 
when he comes in. I’m going to turn the meeting 
over to Dr. Ravdin and ask him to conduct 
what I know is going to prove to be a most 
interesting Panel on Surgical Aspects of Biliary 
Tract Disease. 

Dr. Ravpin: Dr. Koontz, members of the 
Baltimore Medical Society and guests, I am 
delighted to be here. I thought I was coming here 
just to act as a moderator, and then the other 
day, I got a letter from Dr. Grose in which he 
said: ‘“You are supposed to speak for two hours 
and then give the other people seven minutes 
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apiece.”’ I didn’t think that was quite right, and 
then, when I came here, I found that Dr. Blalock 
and I have got to defend ourselves against 
Dr. Krause. I think it would have been better if 
Dr. Krause had been put between Dr. Blalock 
and myself; then the two surgeons might have 
cushioned him a bit. 

I did not select this subject, although it is 
very close to my heart. It may be sacrilege to 
come to Baltimore and talk about the biliary 
tract, with all the recent developments in tho- 
racic and cardiac surgery and vascular surgery, 
and surgery of the sympathetic nervous system, 
because these have given new hope to sufferers 
from a wide variety of previously irremedial dis- 
orders. But to me it is a very fortunate circum- 
stance that while these new fields of surgery are 
being explored and extended, that we have had 
a sustained interest in the older fields of gastro- 
intestinal and biliary tract surgery. The surgical 
problems of these fields are not as yet solved and 
in certain of them we have made only a very 
meager beginning. 

I might, in order to draw Dr. Krause out, say 
a few things about the diagnosis of gallstone 
disease. The Internist makes this a very compli- 
cated business. 

I speak as one who has had gallstone disease 
and been operated on for it, and I would like to 
ask Dr. Krause if he has had a similar experience. 

To me, the diagnosis of uncomplicated gall- 
stone disease is not a very difficult thing as a 
rule. It is no longer necessary to wait until the 
patient is fair, fat and forty before making the 
diagnosis. In fact, in a very large proportion of 
patients the diagnosis can be made during an 
early period, often after the genesis of the first 
gallstone. 

The history of indigestion and flatulence, 
upper abdominal discomfort after eating, and 
especially repeated attacks of nocturnal pain in 
the epigastrum or right upper abdomen referred 
in the classical directions in which these attacks 
are referred; attacks coming on very frequently 
at the same time at night; intolerance to certain 
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foods, especially fatty and fried foods, is suffi- 
cient at least for the presumptive diagnosis of 
gallstone disease. Regardless of what the roent- 
genologist reports in regard to the visualization 
of stones, especially if the gallbladder is not 
visualized, the diagnosis is nearly assured. To me 
the great value of the cholecystogram positive 
for calculi is the effect it has in convincing the 
family doctor and the patient that stones are 
present and operation is necessary. 

The finding of a fine, golden pigment of cal- 
cium bilirubinate and the presence of cholesterol 
crystals in the sediment of a well centrifuged 
specimen of gall bladder bile, in my opinion, is 
the best laboratory indication that the surgeon 
will find stones. 

The differential diagnosis of jaundice is not 
always easy. Regardless who attempts the 
differential diagnosis, the history suggestive 
of biliary calculus disease must not be taken as 
more than presumptive evidence that a stone is 
the cause of the trouble. The increasing fre- 
quency of infectious hepatitis and homologous 
serum jaundice often adds to the diagnostician’s 
difficulties. The surgeon is too apt to look upon 
jaundice persisting for more than a few weeks as 
an instance of surgical jaundice and the internist, 
accustomed as he is to seeing an increased inci- 
dence of non-surgical jaundice, may overlook the 
fact that obstruction by a stone may occur 
without significant pain or cholangitis. It is in 
the borderline cases that carefully performed 
tests for determination of the degree of hepato- 
cellular injury are of considerable value, but 
even when skillfully performed the results must 
be considered together with a careful history and 
the clinical course of the disease. 

Phosphatase determinations, careful floccula- 
tion and turbidity tests are useful and helpful, 
but are in themselves not absolutely diagnostic 
of the degree of hepatic parenchymal injury. Too 
great reliance should never be placed on a single 
test or on a single battery of tests done at a 
single time. It is in the aggregate that they be- 
come diagnostic and in their multiplicity of per- 


JANUARY, 1958 


formance that one obtains information of definite 
value. 

The question has frequently and repeatedly 
been raised as to whether patients found to 
have gallstones, but apparently suffering no 
effects from them, should be advised to have an 
operation. I say apparently not suffering from 
them, for in my experience the symptomless 
gallstone is rare. A very careful history will 
usually disclose that, while symptoms may have 
been quiescent for a considerable period of time, 
there have been previous symptoms of cholecys- 
tic disturbance. The symptoms may have been 
slight, and are often attributed to indiscretions 
in diet. The attacks may have been so infrequent 
as to have been practically forgotten, or the 
gastric symptoms of gallstones disease may have 
been attributed to hyperacidity, pyloric spasm, 
or all too frequently to a neurosis. 

It is not unusual for a single typical attack of 
gallstone colic—and I am a perfect example of 
this—to be followed by a long period, even of 
years, of freedom from any major symptoms. 
While I do not believe that every patient found 
to have gallstones should be subjected to opera- 
tion, I would like to remind you that delay 
carries with it definite risks which the physician 
and the patient must recognize. The longer cal- 
culus disease exists, the more extensive is the 
pathological change in the gallbladder, and if 
stones pass into the common duct, the greater is 
the risk of cholangio-hepatitis; thus the greater 
will be the hepatic parenchymal injury, the 
greater also is the risk of hydrops and empyema 
in the gall bladder and even malignant disease. 
Even if none of these conditions does take place, 
it is well recognized that the older the patient 
the greater is the risk of even a simple cholecys- 
tectomy. 

Only a small group of patients have a normal 
relationship of the cystic duct to the common 
duct, or of the vascular arrangement commonly 
described in our anatomical textbooks. About 
89 per cent of patients will have a variation of 
this anatomical relationship in one direction or 
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another. Every surgeon who has worked in this 
field has found that this is a very fertile field for 
anatomical variations. 

I hope that the Panel will discuss the problem 
of acute cystic duct obstruction. Should one sit 
and await the development of hydrops and per- 
haps later empyema of the gallbladder? Is the 
Panel willing to accept the fact that the safest 
therapy for these patients is delayed treatment, 
or should internists and surgeons alike agree 
that the consequences of an obstructed gall- 
bladder are similar to the consequences of an 
obstructed appendix by a fecalith? In fact, Von 
Zwellenberg, in 1904, called attention to the fact 
that when one got obstruction of a hollow viscus 
such as the appendix or the gallbladder, there 
was associated with it the grave danger of 
gangrene at the point of obstruction and per- 
foration. While this occurs more frequently in 
the appendix than the gallbladder because of 
the arterial relationships at the neck of the gall 
bladder, it does occur. Anyone who reviews the 
subject of perforation knows that in the free per- 
forations of the gallbladder, the mortality is 
extraordinarily high. 

If such a circumstance does not occur, the fre- 
quency with which stones pass into the common 
duct is one that we are just now really beginning 
to more clearly understand. The great majority 
of patients with stones in the common bile duct 
never have been jaundiced and this is true 
whether there is one or many stones in the com- 
mon duct. Jaundice occurs only when there is 
really an obstruction to the flow of bile from the 
liver to the duodenum. As the common duct 
dilates, it often forms an easy pathway for bile to 
flow into the duodenum without the occurrence 
of jaundice. The consequences of common duct 
obstruction are great if this is associated with 
infection, for in these circumstances, not only 
cholangitis, but invariably cholangio-hepatitis 
occurs and the residual parenchymal injury to 
the liver is the result of widespread hepatitis. 

One can, in the liver, get major hepatic par- 
enchymal regeneration under favorable circum- 
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stances. The liver does have an irresistible urge 
to regenerate and given the proper support, it 
will regenerate at an amazing rate. The proper 
building stones are an adequate amount of good 
quality protein, with an adequate amount of fat 
to maintain the patient’s appetite. 

Twenty-five years ago we stated we believed 
the ideal diet was a diet adequate in carbohy- 
drate and high good quality protein with a 
minimum amount of fat. It was a diet adopted 
by the armed forces during the hepatitis out- 
breaks at the beginning of World War II. Carl 
Hoaglund, of the Rockefeller Institute, early in 
1944, in studying a group of patients who had 
homologous serum jaundice, called attention to 
the fact that if the carbohydrate-protein diet 
was an important diet, that the great restriction 
of fat was probably a mistake. If caloric intake 
was also important, restriction of fat too much 
seriously reduced the patient’s appetite and the 
number of calories needed in order to get paren- 
chymal repair would be so reduced. 

Carl Hoaglund died before he was able to put 
his hypothesis to test, and immediately after I 
returned from active duty, we did put this to test 
in experimental animals, first the dog, the rat, 
and finally in man, and Carl Hoaglund was 
correct. I want to say tonight that it is important 
to give these patients an adequate amount of fat 
to maintain their appetites. If you give them a 
sufficient amount of good quality protein, fat 
will not be laid down in the liver, for the protein 
will be lipotropic in character. 

When common duct obstruction, without chol- 
angio-hepatitis is present, there are very few 
changes in physiological function. There is an 
inadequacy in the genesis of prothrombin be- 
cause bile salt is not going into the intestinal 
tract and vitamin ‘“K” will not be absorbed. 
There are very few other physiological disturb- 
ances. The liver cells really are not seriously 
injured under these circumstances. The hepatic 
architecture is not greatly disturbed and the 
physiological functions of the liver are not 
greatly disturbed. They are disturbed when 
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superimposed upon this, cholangio-hepatitis oc- 
curs. 

One of the other problems that I hope the 
Panel will discuss tonight is the problem of can- 
cer of the gallbladder. There is a great variation 
of opinion as to what causes cancer of the gall- 
bladder. It certainly occurs in three to five per 
cent of all patients with gall-stones disease. From 
our own records, we do not have a single patient 
living and well five years after operation, either 
primary cancer of the gallbladder or primary 
cancer of the common duct. 

In 1940, Dr. Harry Vars and I, in studying the 
genesis of cholic acid and cholesterol, came across 
a group of compounds which were very closely 
related to certain of the then known carcinogens. 
We postulated that perhaps in certain individ- 
uals with gallstone disease and abnormal func- 
tion of the liver, their bile acids might be 
changed so that they assumed the chemical 
characteristics of carcinogens. 

We were never able to prove this but Dr. 
Joseph Fortner at the Memorial Hospital in 
New York has recently carried out a very dra- 
matic series of experiments in which he has taken 
the bile from patients with known cancer of the 
common duct, and has injected this bile subcu- 
taneously in hamsters and has produced lesions 
in the interhepatic and biliary ducts strikingly 
similar to human malignancy. Fortner, too, 
believes that the motivating agent is probably a 
carcinogen of abnormally developing cholic acids. 

I am delighted to have Dr. Krause here, be- 
cause I want to say a word about cardiac symp- 
toms in gallstone disease. The idea that biliary 
tract disease may be associated with cardiac dis- 
ease is an old idea first propounded actively by 
Dr. Babcock of Chicago, in 1909, and by Dr. 
David Riesman in Philadelphia in 1911. That 
stimuli arising in the common duct associated 
with stones can set up a train of events which 
affect coronary blood flow has long been de- 
bated. 

Sarah Lyons, a patient, had had her gall- 
bladder removed in a Philadelphia teaching hos- 
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pital in 1935, and five months later began to 
have attacks of pain which simulated attacks of 
angina pectoris. She had been admitted and 
studied in twelve Philadelphia hospitals, includ- 
ing three periods of hospitalization on the medi- 
cal wards of our own institution. I’ll not bore you 
with the diagnoses which this poor lady was 
given at discharge. 

I had the opportunity of operating on the wife 
of a Philadelphia radiologist whose gallbladder 
had been removed seventeen years previously 
by the late John B. Deaver. In her seventeenth 
post-operative summer, she began to have noc- 
turnal attacks of precordial pain radiating out 
into the left arm of such intensity that over a 
period of three months she had received forty- 
four injections of morphine for the relief of pain. 
She had never been jaundiced. The fact that the 
attacks came on at the same time at night, at 
rest in bed, led me to believe that Mrs. ——— 
had a stone in her common duct. 

A colleague who is a cardiologist in one of our 
medical schools thought that it was a very 
wicked thing to operate on this patient and so 
expressed himself. We were greatly relieved when 
we took a stone out of her common duct. He then 
sent us Sarah Lyons. 

Suffice it to say, that Sarah Lyons’ symptoms 
were very similar. During her convalescence, 
after operation, she was given an injection of 
morphine, in order to increase spasm in the 
lower end of the common duct. Dr. Royster in- 
creased the pressure in her common bile duct 
during her normal sleep. A train of events was 
set up that to all intents and purposes simulated 
very closely the symptoms of angina pectoris. 
There are various aspects to this problem. These 
patients need to be studied carefully, but there 
are literally hundreds of them who become dedi- 
cated to a life of cardiac servitude when they 
might be restored to complete usefulness in so- 
ciety, or greatly relieved in part, or in whole, by 
the removal of a gallstone-bearing gallbladder 
and stones from the common duct. 

Recently Dr. Samuel Levine, of Boston, has 
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published an article which I am sure many of you 
have read, saying that he has had some rather 
remarkable results in patients with the Adams- 
Stokes syndrome who also had gallstones and in 
whom the Adams-Stokes syndrome disappeared 
after the removal of the gallstone-bearing gall- 
bladder and stones from the common duct. 

Even if I have not convinced certain of the 
skeptics, it remained for Dr. Monroe Reese and 
Dr. Milton Cullen, my residents, to demonstrate 
this in another way. They injected radioactive 
sodium in the heart muscle. As the common duct 
is distended, the “‘K”’ value decreases, which 
indicates that the coronary vessels have under- 
gone spasm, and the uptake of radioactive so- 
dium is thereby greatly reduced. 

I don’t believe we need any further evidence, 
and I hope we can convince the cardiologists to 
a greater extent that such a relationship does 
exist. 

When a stone is in the common duct and the 
gallbladder is thickened as the result of long- 
standing disease, distention of the gallbladder 
cannot take place. This does not occur in every 
patient with a stone impacted in the common 
duct, for if the gallbladder wall has not become 
invaded with a great many fibroblasts, disten- 
tion will occur. 

One of the most baffling problems for the 
internist and chagrining problems for the surgeon 
is overlooking a stone or stones in the common 
bile duct at the time of the first operation. How 
often does this occur? It occurs in this country 
much too often. In fact a few years ago Dr. 
John Paine, at Buffalo General Hospital, in the 
study of a group of 229 patients, who had under- 
gone 279 operations, came to the conclusion that 
one out of every four patients whose common 
duct was opened for a stone, left the operating 
table with one or more stones still in the common 
duct. 

This may not occur in the hospitals of Balti- 
more, but it occurs pretty frequently in the hos- 
pitals of Philadelphia. I suppose if you would 
look into the matter, that it occurs in your 
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hospitals as well. The surgeon can meet this 
problem by more carefully investigating the 
common duct during operation. 

The advent of dyes, such as Biliagraphin or 
Choleographin, which to a degree are concen- 
trated within the common duct, can, prior to 
operation, give a great deal of information. The 
question is often raised as to whether it is the 
surgeon’s responsibility to do cholangiograms 
on the operating table. I have come to the con- 
clusion that it is a valuable procedure. One gains 
a tremendous amount of information regarding 
the common duct and lesions within the duct, 
whether these be stones or other lesions. The re- 
moval of one stone is not absolute evidence that 
there are not more stones. When the patient 
goes back to the internist complaining of the 
same symptoms, the internist is baffled as to 
whether or not the surgeon has overlooked a 
common duct stone or whether the patient has a 
post-cholecystectomy syndrome. In our own ex- 
perience, the true post-cholecystectomy syn- 
drome often means that a stone has been over- 
looked in the common duct. 

Dr. Pendergrass and his Associates have de- 
veloped an X-ray apparatus which we have used 
for doing operative cholangiograms. The films 
are immediately developed on the operating 
floor, so that the surgeon has a clear interpreta- 
tion of what exists. 

Under these circumstances one can attempt to 
remove stones with considerable success from 
the upper reaches of the major ducts within the 
right and left lobe of the liver. The time to re- 
move these stones is at the first operation. The 
surgeon can no longer be satisfied with what he 
may have done and then send these patients 
back to their family doctor to battle with them 
over a period of months or years before the actual 
cause of their continuing symptoms is found. 

In order that we may start this panel in the 
right way, I am going to ask Dr. Louis Krause, 
Professor of Clinical Medicine at the University 
of Maryland School of Medicine to discuss the 
problem as he sees it. 
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LOUIS KRAUSE, M.D. 


Dr. Krause: I am a bit out of place, of course, 


being not a surgeon, I am between two of them. 
Dr. Ravdin asked whether I have ever had gall- 
stones; in answer to that, I have not. I have 
learned that our next surgical colleague, Dr. 
Blalock, has had them. Obviously the surgeons 
aren’t living right, so they might listen to the 
medical men. 

Let me start from the point of view of the 
doctor, as he first sees the patient at home. That 
is the problem, the diagnosis. 

In early life the youngster who has gallstones 
at seventeen, nineteen, twenty and twenty-one 
years of age, should be studied from the view- 
point of other diseases, such as hemolytic anemia, 
which so often will give you associated gall- 
stones. The very high cholesterol type of pa- 
tient, the xanthomatosis case, may have stones 
early. Later on in life, we see the classical 
patient; that is, the fair, fat and forty type. 
Remember, there are many, many exceptions. 
From the point of view of diagnosis we are con- 
cerned with other possibilities. Do they have 
arthritis in the spine? Do they have a duodenal 
ulcer? Is there pancreatitis present or a retro- 
peritoneal lesion? As Dr. Ravdin indicated, is 
there a coronary relationship? These things dis- 
turb the doctor when he sees the patient in the 
home. You are called in the evening or at night 
and you’ve got to make up your mind, sometimes 
quickly, without any special investigation. The 
first concern is to relieve the patient of pain. 
From the medical point of view one tries the 
nitrites. However, usually I have been forced to 
use morphine in order to stop the attack, give 
the patient relief and then suspend judgment 
until the situation can be studied more. 

I like to classify patients with chronic com- 
plaints as having either an atonic gallbladder or 
a spastic gallbladder. I give them fat, and tell 
them purposely to eat a high fat meal; a break- 
fast with two eggs with the yolks, etc., or cream 
and see whether it makes them feel better or 
worse. 


If the patient has an atonic gallbladder, re- 
member, that fat is still nature’s ideal stimulant 
for the gallbladder. Under these circumstances, 
an atonic gallbladder will often empty itself and 
the patient will be relieved of the heaviness that 
is described as a discomfort in the epigastrium. 
I am well aware, however, that if the patient has 
a spastic gallbladder I might precipitate an 
attack or increase the discomfort. I explain the 
problem to the patient and occasionally I believe 
that such a meal has been responsible for pre- 
cipitating an acute colic. This is a calculated risk. 

Our knowledge of nutrition is far from com- 
plete. I have seen people all over the world, and 
you have, too, that eat anything except an 
acceptable diet according to American standards 
and it is amazing how well they survive and how 
remarkably comfortable they are. They eat a 
great deal of fat. If you look back at the dietary 
intake of our ancestors or the people in this 
country about fifty years ago, you would be sur- 
prised to find the high fat that they took in their 
meals. I do not believe the records indicate that 
they had any more distress than we do today. 
We want adequate proteins, but adequate pro- 
tein is acceptable only if you have adequate fat 
to make that meal tasty. You can’t eat a straight 
protein meal with any relish because there is no 
flavor. If fat is excess, nothing is going to happen 
to the patient. By the way, our hepatitis pa- 
tients are getting an average amount of fat that 
you would expect in the average diet. Dr. Hoag- 
lund was right when in 1943 at the Rockefeller 
Institute he stated that an adequate amount of 
fat is a good thing, providing there are ample 
proteins. They are the building blocks that are 
made acceptable by the addition of fat. 

The post-cholecystectomy syndrome disturbs 
all of us. In the last year we have had two pa- 
tients that had stones that had to be sought im- 
mediately after operation. I saw another patient 
this morning who had his operation about eight 
or nine months ago and now has a stone. The 
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problem of the stone in the common duct without 
jaundice is difficult. I am sure that I have sug- 
gested or urged folks to have an operation and 
have not always been rewarded with a stone in 
the post-cholecystectomy syndrome. The cystic 
duct may be tied too close to the common duct 
or a suture inadvertently placed may produce a 
stricture in the common duct. 

Then, we are constantly perplexed by patients 
with a coronary pattern of complaint with 
yiliary disease. We have had them operated on 
with good results. One or two patients were not 
‘mproved. In the last two years we have had en- 
‘ouraging results from that point of view, partic- 
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ularly in the patient with angina at night or dis- 
comfort at night without so much trouble during 
the day. 

I do not know of any medical cure that we can 
recommend to these patients. I do not accept 
the idea that they can eat only emulsified fats or 
the dairy product fats and can’t take deep fried 
fats. 

I give them a balanced diet, including fats, 
and I am sure I am not encouraging any disas- 
trous result or altering their physiology in the 
least. 

11 East Chase Street 
Baltimore 2, Maryland 


RUSSELL H. MORGAN, M.D. 


Dr. Morcan: As usual, Dr. Ravdin has been 
unusually provocative, and to epitomize what 
he has said perhaps is to say that in gallbladder 
disease, as in all other fields of medicine, there is 
no substitute for excellence in the methods of 
diagnosis and therapy. The best and most effec- 
tive tools that we can bring to bear on the subject 
are none too good, and there is no excuse in the 
care of patients with gallbladder disease for not 
being just as diligent as possible. 

Now, in the field of Radiology, it seems to me 
that the approach to the patient breaks down 
into two fundamental categories: First, the pre- 
surgical diagnostic problems; and, second, the 
diagnostic problems which are involved in the 
seeking of stones within the common duct on the 
operating table. 

Dr. Ravdin is very fortunate in having with 
him at the University of Pennsylvania, Dr. 
Pendergrass who has been very much concerned 
with these problems. He has developed unusually 
good facilities for the detection of stones while 
the patient is on the operating table while ex- 
ploration is proceeding. Perhaps most of you 
are not fortunate enough to share Doctor Rav- 
din’s fortune and must be content with operating 
room situations where diagnostic facilities from 
the radiological standpoint are far less satisfac- 
tory. I agree one hundred per cent with Doctor 


Ravdin, however, when he says that all patients 
with gallbladder disease should be examined 
radiologically on the operating table. 

As we have seen from Dr. Ravdin’s slides, 
radiological facilities in the operating room can 
be quite extensive. Although such facilities are 
not widely available at present, I believe that 
we can confidently look forward to an era in the 
not too distant future when all of us will enjoy 
the benefits of new and finer radiological facilities 
in our operating rooms. 

There are developments technically in the 
field of radiology that are going ahead as rapidly 
as possible. Such developments will make pos- 
sible, I hope, within a period of five years the 
examination of the biliary system on the oper- 
ating table, not with films but with bright fluoro- 
scopes. This will permit the surgeon to examine 
the biliary system with the clarity that he has 
had in his films but with the added advantage of 
no delay, and with the great benefits that accrue 
when one sees dynamic structures in motion 
rather than the static structures on an X-ray 
film. 

I should like to say only one other thing. In 
the diagnosis of gallbladder disease where con- 
ventional radiographic methods are used, it has 
been over thirty years since the first gallbladder 
dyes became available. During this time radiolo- 
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gists have developed tendencies to take short 
cuts in the radiographic examination of the gall- 
bladder. This has frequently resulted in some 
discrediting of the method as an effective diag- 
nostic tool before surgery. However, it has been 
pretty well shown by a resurgence of interest in 
radiology of the gallbladder in recent years pre- 
surgical studies are extremely worthwhile and 
that careful examinations can be very revealing. 
For example, gallbladder examinations in the 
exact position often show the stratification of 
stones when not demonstrated in any other way. 
Also, additional films in the lateral decubitus 
position will often show up stones when the ver- 
tical films fail to do so due to overlying gas 
shadows. These projections must be a routine 
part of every examination. If, in your hospital 
such techniques are not being used, I would 
strongly urge you to recommend that they be 
employed. Without them, the presurgical gall- 
bladder examination is quite incomplete. 


Dr. BLaAtock: First, Mr. Chairman, I’d like 
to make several remarks. that are unrelated to 
the subject under discussion, and the first has to 
do with the president of our Society, Dr. Koontz. 
I often disagree with him on items that he and I 
discuss, but in case I don’t have the opportunity 
in the future to do so, I would like publicly to 
thank him for the interest which he has shown 
in supporting research in one of our medical in- 
stitutions. It is something that all of us can do. 
We all treat private patients, and there are pa- 
tients who in addition to paying a fee are fre- 
quently delighted to aid in the development of 
medicine, and Dr. Koontz has been a tremendous 
help to some of us in his endeavors in this direc- 
tion. 

On this list of candidates proposed tonight, 
one sees the name of Dr. Robert Buxton, and I 
would like to be among those who welcome him 
to this community. I think the University of 
Maryland is extremely fortunate in obtaining 
this gentleman from Ann Arbor, about whom I 
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In closing, I should like to augment what Dr. 
Ravdin has said about the use of the new intra- 
venous gallbladder dyes, cholegraffin, and a 
newer one that has just come on the market 
within the last few weeks, cholegraffin methyl- 
glucamine. These products are proving increas- 
ingly effective in the detection of stones within 
the common bile duct presurgically. Some of the 
early techniques with these dyes were not too 
effective, but now we are learning through the 
simultaneous use of demerol to cause spasm of 
the sphincter of Oddi and thereby to visualize 
the biliary system before surgery much more 
effectively than has been the case in the past. 
Certainly, I can only endorse what Dr. Ravdin 
said about the future use of these new dyes in 
the solution of many difficult gallbladder prob- 
lems. , 

Johns Hopkins Hospital 
Baltimore 5, Maryland 





have known for many years through Dr. Coller 
and through personal contacts, and furthermore 
I think that Dr. Buxton is fortunate in coming 
to what I consider a very delightful medical com- 
munity. I am sure on many occasions that you 
will have the opportunity of hearing him here. 

And may I add a word, Dr. Koontz, to what 
you said about our guest of honor tonight. I feel 
very flattered as a citizen of this community, 
that a person as busy as Dr. Ravdin would come 
even so short a distance as from Philadelphia to 
talk to us, because he is one of the most sought 
after speakers in medicine and surgery in this 
country. 

You mentioned many of the things which have 
been accomplished by him. Certainly his contri- 
butions to the biliary tract have been many. I 
think he was the first surgeon to point out the 
marked influence of dietary factors in the regen- 
eration of the diseased liver. Certainly he is 
among the few who have demonstrated so clearly 
the relationship between disease of the coronary 
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system and the biliary system. His leadership in 
cholangiography has been outstanding. 

You mentioned his military accomplishments. 
He, in addition to being two Professors of Sur- 
gery of the University of Pennsylvania, was also 
the Vice-president of the University for quite a 
while, and the thing I wish to speak of, however, 
particularly at the moment, is that he is the 
Chairman of the Board of Regents of the Ameri- 
can College of Surgeons, which is the most im- 
portant office in the college, for it is the Board of 
Regents that governs the American College of 
Surgeons and I think they are doing a superb job. 

Now, if I may have a few more minutes to 
speak on the subject, I’d like to quote from the 
late Dr. Dallas Phemister who said that he 
regarded surgery of the biliary tract as the most 
difficult form of surgery. He stated that the last 
operations which he allowed his residents to 
perform unsupervised were operations on the 
biliary tract, because of the tremendous catas- 
trophes that could occur if these were not per- 
formed properly. So that there is nothing easy 
about these operations and it is because some 
people regard them as easy that common duct 
strictures occur. 

A point about which there is a difference of 
opinion has to do with the method of the re- 
moval of the gallbladder. In most cases, the 
simple cases, I think it should be removed from 
below upwards, but I think when one operates 
on a very difficult case and when one is in doubt 
as to the position of the various structures, that 
one should remove the gallbladder from above 
downwards. 

There have been many discussions in this city 
and I am sure others, as to whether patients with 
an acute attack of cholecystitis should be treated 
by operation or whether they should be treated 
for a while without operation. I feel rather 
strongly that if one sees the patient within the 
first several days of the onset—and that most 
often is not the case—that immediate operation 
is indicated. There may be a perforated ulcer or 
an acute appendicitis or et cetera. If the first 
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four or five days have passed and the patient 
is improving, the fever is lessening and the pain 
is subsiding, I think that it is better to wait 
until the acute attack subsides because I think 
there is less danger of damage to structures such 
as the common duct, if one operates during the 
stage when there is not an acute inflammatory 
process with a lot of edema. 

Now, Dr. Ravdin brought up the question of 
treatment of stones without definite symptoms. 
As Dr. Krause said, I had my gallbladder re- 
moved at about the age of thirty-eight, when I 
thought I had colitis. There had been no symp- 
toms. There were multiple stones. I talked to 
numerous surgeons and I got numerous opinions. 
I think that a person in good condition without 
contraindications should have the gallbladder 
removed if there are multiple stones. 

Now, what should be done if there is a single 
stone? Generally speaking, I am inclined to 
think that a person up to sixty or sixty-five 
should have the gallbladder removed if there are 
no contraindications, simply because there is 
some danger of the development of malignancy. 

Now, what should one do when there is a 
fistula between the biliary tract and the intes- 
tinal tract as a result of the rupture of a stone 
from the gallbladder or the common duct into 
the intestinal tract? I don’t know how to answer 
that question. I had this experience brought home 
to me several years ago, in the case of a very 
prominent doctor who had developed intestinal 
obstruction as a result of a stone in the terminal 
ileum. He had gas in his biliary tree, and I put it 
up to him. He talked to various people and his 
decision was that he was not going to have 
anything done about it other than, of course, the 
removal of the stone producing the obstruction, 
unless he had additional symptoms. Thus far he 
has not had them. 

One condition not mentioned by Dr. Ravdin 
has to do with the occurrence of bleeding from 
esophageal varices in patients with biliary cir- 
rhosis. Now, that doesn’t occur often and when 
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it does occur ascites is not usually present. I do 
wish to impress you with the fact that biliary cir- 
rhosis due to stricture of the common duct, dué 
to stones in the common duct or what not, may 
result in portal hypertension and in bleeding 
varices, and I think in such cases, if the bleeding 
is copious, one should do a porto-caval or renal 
splenic anastomosis. 

Dr. Ravdin has already said one should re- 
member that carcinoma of the pancreas may 
cause pain and that common duct stones may not 
cause pain. In other words—and I think this is 
the most important thing I have to emphasize— 
if one is in doubt as to whether or not stones are 
present, an exploration is indicated. 

Lastly, about the treatment of pancreatitis. 
It is obvious since there is a relationship between 
gallbladder disease and pancreatitis, that if the 
gallbladder is present and if it is diseased, that 
the gallbladder should be removed. Now, if the 
gallbladder has been removed or if it is not 
diseased, I do not know what to advise and per- 
haps our Chairman will pursue this subject 
further. I have had good results in some patients 
by doing a sphincterotomy as recommended by 
Mulholland and others. I have had good results 
with a sympathectomy. I think one should not 
resort to a pancreatectomy unless all other means 
have been used. 

Johns Hopkins Hospital 
Baltimore 5, Maryland 


Dr. Koontz: I think Dr. Ravdin will prob- 
ably want to summarize this discussion in a 
minute, briefly, but in the meantime if anybody 
has any questions to ask, they will please send 
them up. Either Dr. Ravdin will answer them 
or refer them to somebody on the Panel. 

Before answering them and while I am up 
here too, I want to thank Dr. Blalock for his 
general remarks before he started his discussion. 
I appreciate very much the kind things he said 
about me and naturally I want to thank him, 
also, for some of the things he said about Dr. 
Ravdin. 
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I think it was most appropriate for the Profes- 
sor of Surgery at Hopkins to welcome the new 
Professor of the University of Maryland to our 
very delightful medical community. Certainly 
what Dr. Blalock said about this community is 
true. There are probably as few petty jealousies 
and petty rivalries here as in any medical com- 
munity in the country, and it is a delightful place 
to be and in which to practice medicine. I am not 
a native Baltimorean but I can certainly say 
that with enthusiasm. 

I did personally by letter welcome Dr. Buxton 
to this community, as the President of the Balti- 
more City Medical Society, and I wish again 
verbally to do that in behalf of the Society 
tonight. 

If you will prepare your questions and send 
them up, possibly Dr. Ravdin wants to sum- 
marize this a little bit while you are doing that. 

_ 1014 St. Paul Street 
Baltimore 2, Maryland 


Dr. Ravpin: Thank you very much. I was 
delighted at Dr. Blalock’s talk. He is always 
such a gracious person and he does it so beauti- 
fully and so simply. 

I do want to say that Baltimore is not the only 
happy and lucky community in Medicine. Fur- 
thermore, I want to say that your first medical 
school in Maryland was founded by the first 
graduate of the first medical school in the Col- 
onies: John Archer, the graduate of the Class of 
1767, at the University of Pennsylvania. And I 
certainly want to pay my respects to the Hop- 
kins, because Hopkins came to Pennsylvania and 
took Osler and Kelly and brought them to Balti- 
more. So that we have a kinship which is a very 
deep one and I often think that Boston and 
Philadelphia and Baltimore are the three great 
cities that have medicine at its best in this 
country, and where we have none of the serious 
problems that confront medicine in some other 
communities in this land. 
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SUMMARY 


DR. I. S. RAVDIN 


Dr. RAvpIN: Well now, I think the Panel is 
agreed on certain things. Dr. Morgan, from the 
standpoint of diagnosis, pointed out the im- 
»ortance of radiologic exploration, especially by 
newer techniques. He has pointed out that we 
nay well look forward in the near future, 
hrough research that he and his associates are 
loing and others that he has encouraged through- 
ut this country, to having better means of ex- 
nloring this short distance of a duct which gets 
nan into so many difficulties. I would agree 
thoroughly with him that his work and the work 
of those he has stimulated will be of enormous 
usefulness to us, not only in exploration of the 
extrahepatic biliary passages but in many other 
directions. 

I am in complete accord with what Dr. Krause 
has said. There is no way to get rid of the stone 
except to take it out. One can, in the experi- 
mental animal, have certain stones disappear, 
but the gallstone of man does not disappear. 
Faceted stones form only in the gallbladder. 
There are those, and there may be some of my 
colleagues on this Panel, who do not agree with 
this, but no one has ever demonstrated that a 
faceted stone actually forms in the common duct. 
True hepatic and common duct stones are usu- 
ally round, or olivary shaped. 

It is little consolation, therefore, for the sur- 
geon to say the stone wasn’t there when he did 
the original operation and then have him go in 
and take a faceted stone out, which of course he 
overlooked at the first or second operation. 

Dr. Blalock pointed out the frequency with 
which injuries occur in this country. They occur 
just for the reason he pointed out, that it has 
been taught in this country that cholecystectomy 
is a simple operation. It isn’t a simple operation. 
I had several British surgeons with me yesterday 
morning while I spent two and a half hours re- 
pairing an injury of the duct. These are difficult 
operations. One of these surgeons said they 


didn’t see them very often in their country. This 
is probably true, but it annoyed me because one 
of their most distinguished statesmen, you know, 
had this happen to him. I said: “The reason you 
don’t see them in your country is that they are 
sent to the United States to be operated on.” 
Well, I must admit that we don’t see many from 
their country. The time to recognize an injury to 
the common duct is when it is injured, and this 
too is the time to repair the injury. 

A good many years ago when I was a young 
surgeon, I came down here to Baltimore to see 
one of the finest surgeons this country has ever 
had, and one of the most distinguished citizens 
of the country. I had been trained to take gall- 
bladder out from the cystic duct to the fundus, 
and he was taking it out in the traditional way 
and in which many of you have been trained. 
I asked him why he took it out that way and he 
said: “‘Well, Doctor, you never injure the com- 
mon duct.’”’ But great man that he was and fine 
person, a few minutes later he said, “I wish you 
would look in this abdomen, I just cut the 
common duct in half.”” Now that was Dr. John T. 
Finney, so that all of us, if we do enough of this 
surgery, sooner or later will injure a duct. The 
thing you shouldn’t do is injure too many ducts. 

That may sound very trite, but we have had 
so far this year, from one Pennsylvania com- 
munity, eight injuries of the common duct. It is 
one of the greatest tragedies that can occur to a 
person unless the injury is recognized at once and 
direct anastomosis made. Any operation at a 
later time is fraught with grave danger, not only 
from the standpoint of what you can accomplish 
but the great danger to the patient’s life. I think 
the Panel is in agreement that the patient who 
has gallstones, and if that patient is in reasonably 
good health he is better off to have the gall- 
bladder out. I take it that they all agree with 
the statement I made, that if you wait, the older 
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the patient gets the greater is the risk of opera- 
tion. 

Finally, Dr. Krause pointed out so well that 
so many of these patients are being operated on 
early. A woman forms gallstones as a rule during 
pregnancy. They may not give rise to symptoms 
at that time, although very frequently they may 
have their first attack during pregnancy and then 
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not have an attack for a long time after that. 
Just when Dr. Blalock and I had our stones in 
relation to pregnancy, I don’t know. 

Now, for the Questions and Answers. I take it 
that if the Panel doesn’t want to answer these 
questions I may ask people from the audience. 

3400 Spruce Street 
Philadelphia 4, Pennsylvania 


QUESTIONS AND ANSWERS 


QvuEsTION: In the post-cholecystectomy syn- 
drome, how frequent is the incidence of a dilated 
cystic duct stump with a calculi? 

ANSWER: Dr. Ravpin: I made a film shown 
for the American College of Surgeons in 1953, in 
which this syndrome resulted. The woman had 
undergone four operations before she was sent 
to us. Two surgeons got into this dilated cystic 
duct and thought they were in the common duct, 
and both of them overlooked the stone in the 
cystic duct. I think if you take the gallbladder 
out and leave a portion of the cystic duct, a 
small portion and truly cystic duct, I don’t be- 
lieve it will reform into a gallbladder. I know 
some of you will refer to a lantern slide which 
Dr. Henry Bockus takes around the country. 
He shows a patient who is supposed to have had 
a cholecystectomy and three years later he ob- 
tained a normal cholangiogram on the patient. 

QueEsTION: How do you diagnose biliary dys- 
kinesia, clinically and radiologically? 

ANSWER: Dr. Krause: I don’t know whether 
there is such a thing. You probably know there 
is a division of opinion on the subject. Is it 
dyskinesia or is it spasm of the sphincter of 
Oddi, or stricture of the sphincter of Oddi? 
Clinically, I don’t see how you can positively 
make such a diagnosis. Can you make it, Dr. 
Ravdin? - 

Dr. Ravpin: No! Can you make it radiologi- 
cally, Dr. Morgan? 

Dr. Morean: I feel very much as Dr. Krause, 
that this is a situation for the surgeon for final 
resolution. I don’t know that we can do it 
radiologically with any degree of certainty. 


Dr. Ravopin: I don’t know how you can do it. 

Question: Do all biliary calculi originate in 
the gallbladder? 

Dr. Ravoin: I think we have answered that. 

QuEstTIon: In cases of adenoma of the ampulla 
vater, which kind of surgery do you perform? 

ANSWER: Dr. Ravpin: The great majority of 
these lesions are like benign polyps of the large 
bowel. If we find a polyp, we take it out. We have 
a frozen section done and if there is any question 
of invasion at the base with carcinoma, then we 
go ahead and do a one-stage Whipple operation. 
The majority that we have seen in the form of a 
real polyp are benign lesions. 

Question: Autopsy figures in the United 


States disclosed that twenty-five per cent of all | 


women past sixty have gallstones. These devel- 
oped largely after fifty. Since the earlier ones are 
surgically removed, how many surgeons do we 
need to remove all these gallbladders? 

ANSWER: Dr. Ravoin: In the first place, I 
don’t believe stones form after fifty. There is no 
evidence that this is true. If anybody has such 
evidence, I wish they would come up here and 
say so. The great bulk of the evidence is that 
these stones form between twenty and thirty- 
five. 

Dr. Krause: I think that is the feeling of 
most of us. We have interrogated our elderly 
patients in whom we have found stones at 
sixty- to sixty-five. Usually they will tell you, 
“Well, I had an attack when I was twenty-five 
or thirty,” when they think back. Usually you 
can dig up a past history. 

Dr. Ravoin: In answer to this, I’d like to fall 
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back on a statement of Dr. Cushing. I don’t 
know how many of you ever read that wonderful 
lecture of his at the Thirteenth International 
Congress of Medicine and Surgery, in London, 
June 1914, just before World War I, called 
“Realignments in Greater Medicine and Sur- 
gery.” He was speaking of the changes that had 
taken place in surgery and how surgeons used to 
operate on the lung, to take out foreign bodies. 
He called attention to the fact that certain of 
these things had become non-surgical. He like- 
wise spoke of new fields of effort, lesions previ- 
ously considered medical which had become 
surgical. Well, I don’t know how many surgeons 
we need. Perhaps we will have to train more 
surgeons. 

QuEsTION: What drug do you use post-opera- 
tively for pain? 

Dr. Ravopin: I take it that some one wants to 
know what drug is used in biliary tract cases 
having considerable pain. The thing to do is to 
make the patients comfortable. Do not give them 
a lot of morphine, for they may get into respira- 
tory difficulties after operation. They must be 
able to cough well and empty their bronchi 
after operation. 

QUESTION: Given a patient having persistent 
typical attacks of biliary colic with negative 
X-rays not only of the gallbladder but in the 
complete workup, what is the advice with regard 
to surgery? 

ANSWER: Dr. RAvpIN: A surgeon ought not 
to answer that. This is addressed to me or Dr. 
Blalock. I think Dr. Krause ought to answer this 
because he has the first shot at the patient. 

ANSWER: Dr. Krause: We have that problem 
posed right now. I’m afraid I’ll have to recom- 
mend surgery because I have no way of denying 
the possibility that there may be something in 
there that I cannot demonstrate. If the clinical 
picture is one of biliary colic and everything else 
is ruled out, surgery is advised. 

Dr. Ravoin: I would add one thing, and that 
is this: if you open the patient and don’t find 
stones, don’t take the gallbladder out. Leave the 
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gallbladder in. If it is a thin blue wall gall- 
bladder without stones, don’t take it out. 

QueEsTION: Dr. Krause, I'll ask you to answer 
this. If you don’t I’ll go out in the audience and 
ask Dr. John Eager Howard to answer it. “Do 
you make any distinction between animal and 
vegetable fat used in gallbladder patients?” 

ANSWER: Dr. KRAvseE: I personally do not. 
I know there is a lot of division of opinion on the 
thing, but I’m very convinced a lot of this is 
psychogenic and produced by the doctor. I am 
also aware of the fact there are some people who 
really cannot tolerate this or that, but for the 
most part I do not try to specify only vegetable 
sterols and not animal sterol. 

QuESTION: What is the incidence of hepatic 
coma following biliary surgery? 

Dr. Ravpin: We hardly ever see hepatic coma 
any more in association with operations for 
gallstones. Patients are better prepared for oper- 
ation. Better care is taken of the patient after 
operation. The old thing that we called hepatic 
shock, or hepatic coma is practically not seen. 
That is the type of coma which came on twenty- 
four to forty-eight hours after operation with an 
increasing pulse rate and hyperthermia, and then 
coma. I really haven’t seen this syndrome for 
some years. 

QuEsTION: When do you use “T-tube” or 
catheter drainage of the common duct? 

ANSWER: Dr. RAvpiIn: When we open the 
common duct, we always put a T-tube in it. 
We do not use a catheter. Always be sure that 
you cut a little elliptical piece out at the middle 
of the base of the T. We do a cholangiogram on 
the eighth day, and if all is well, any time after 
the report comes from the radiologist in writing, 
we remove the T-tube. 

Dr. BLAtock: Could I interrupt you here? 
That is the only thing you have said tonight 
with which I disagree wholeheartedly. I think 
that is not necessary. I think strictures of the 
common duct occur at times as a result of un- 
necessarily placing a T-tube in the common 
duct. I also think that if one exposes the com- 





54 Surgical Aspects of Biliary Tract Disease 


mon duct and one does not find sludge or stones, 
that one should close the common duct and 
place outside it a Carrel tube, or a cigarette 
drain. 

Dr. RAvptn: With all my love and affection 
for you, I don’t agree with one word that you 
have said. We never can settle this at this level. 
The only way we could settle it would be to ex- 
change residents. I never saw a stricture of the 
common duct from a T-tube put in the way it 
should be put in. I have never seen it and I 
have placed some thousands of them. 

I believe if you open the common duct and if 
you thoroughly explore it, you always cause some 
edema at the lower end of the duct. I’ve just 
been brought up to drain and I think it is better 
to do so. I do not want to see the bile drain in 
the peritoneum. Dr. Blalock and I can only solve 
this by exchanging our residents next fall or 
winter. I bet you I’ll send you a resident back 
here agreeing with us. 

There have been those that say just close the 
duct, even after taking the stone out of it. Well, 
to me that is heresy, but there are many “roads 
to Rome.” One gets accustomed to using a 
method and he gets his patient well, and he is not 
willing to use any other method. I suppose I am 
guilty of this just as others. But I really have 
never seen a T-tube, put in right, cause a stric- 
ture of the common duct. If that is what is 
occurring at the Hopkins and at Maryland, I’ll 
come down here and work a couple of weeks. 

QueEstIon: In an angina patient with EKG 
changes, or in a patient with a previous infarc- 
tion history, how would you decide if a chole- 
cystectomy would be beneficial, assuming stones 
are present on the X-ray? 

ANSWER: Dr. Krause: One cannot be sure 
about it. If the patient has recently recovered 
and has no evidence of cardiac distress, etc., we 
have their gallstones removed and without diffi- 
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culty. I would say more than two-thirds of such 
patients have been benefited by it. 

QUESTION: How essential is carbohydrate in 
the diet in liver disease? 

ANSWER: Dr. Krause: A pretty broad diet is 
indicated. As Dr. Ravdin said, the proteins 
should be adequate. If the carbohydrates are 
adequate and palatable, there will be enough fat 
in the diet to take care of the patient. I do not 
believe there is any reason not to give the patient 
anywhere from ninety to one hundred twenty 
grams of fat. 

QuEsTION: What about demerol as opposed 
to morphine in a cholegraffin examination of 
the biliary system? 

ANSWER: Dr. Morcan: I| think demerol per- 
haps radiographically is preferable because of 
the somewhat fewer reactions associated with it, 
less nausea and fewer other side effects. One 
other important fact: the action of demerol is a 
little less prolonged than morphine. 

QueEsTION: What is the percentage of error in 
the average hospital gallbladder X-ray? 

ANSWER: Dr. Morcan: That is a difficult 
question to answer. It varies widely from one 
place to another, depending upon the thorough- 
ness with which the examination is done. It also, 
of course, depends upon what you mean by per- 
centage of error. Do you mean percentage of 
error of diagnosing gallstones in the gallbladder, 
or the diagnosis of stones elsewhere in the biliary 
system? In the gallbladder the diagnostic error is 
quite low, if the examination is done well. Until 
recent years and the advent of cholegraffin, the 
diagnosis of gallstone in the biliary system pre- 
operatively, of course, was extremely rare. Now, 
fortunately, it is better. It still has a long way 
to go. 

Dr. Ravpin: I want to thank my Panel Mem- 
bers and thank this wonderful audience that has 
been so attentive to us here tonight. Thank you 
all very much. 
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PIONEER PHYSICIANS OF GARRETT COUNTY 


Garrett County as such, really did not exist until 
1872; but this story began in 1751, Friday, Novem- 
ber 8th., when a young man from Baltimore town 
roamed the wilds beyond Savage Mountain in 
Western Maryland. 

Christopher Gist, a young and intrepid hunter as 
well as a surveyor, was doing what Horace Greeley 
said years later, “Go West young man.” 

Another lad of nineteen, George Washington, two 
years later, 1753; covered the same trail and another 
hundred years less two, another young man arrived 
in Oakland by the name of Dr. J. D. Conn. The 
Baltimore and Ohio Railroad arrived in Oakland 
that year too, 1851. The main highway to the West 
for one hundred years—1751 to 1851—was over 
Garrett County by way of Braddock Road, now 
Route 40. 

Sixty-seven years later, this writer stepped off the 
train to mount a “buck board” and two prancing 
steeds, to cross this trail in a southerly direction; 
destination: Thomas, West Virginia (1918). Iron- 
ically enough, the first physician to settle in Oakland 
was to meet his death three years later by foul play. 
While entering his office, a shot fired from a house 
across the street fatally wounded the doctor. He 
died later in the Thayer Tavern. The probable 
guilty party was exonerated for lack of evidence, 
together with the rumor that the doctor had made 
derogatory remarks about the character of the 
suspect’s wife. 

Between 1753 and 1784, George Washington 
crossed Garrett County five times and on his last 
visit he stayed at the home of Charles Friend, about 
three miles west of Oakland, earlier called Yough 
Glades. 

Another hundred years, 1873 there abouts; the 
first member of the House of Delegates to go to 
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HENRY W. McComas 
1865-1939 


Annapolis from Garrett County, was Dr. E. H. Glot- 
felty and the first doctor to become a State Senator, 
was Dr. Henry Wheeler McComas (1931). 

The most valued asset of Garrett County, is its 
invigorating climate, its beautiful lake, turkey farms, 
cattle ranches and ski slopes. 

Dr. Josiah Lee McComas arrived in Oakland in 
1859. Between the arrival of Dr. J. D. Conn and Dr. 
McComas, Doctors J. F. Dorsey, Samuel Mead, A. 
McKee, E. I. D. Newman, J. W. Ramsey and 
Schmitt, had come and gone. Dr. J. W. Ramsey 
succeeded Dr. Dorsey, the latter being both a 
physician and a minister. His spiritual aid was equal 
to or better than his medical, as attested by an over- 
flowing church. Dr. Josiah Lee McComas came 
from Baltimore, where he graduated from the Uni- 
versity of Maryland in 1858 and after being em- 
ployed by the City of Baltimore as a physician in 
the health department, he married and moved to 
Oakland for his health. He subsequently became 
well known as a children’s doctor, the elite bringing 
their children from Baltimore to the mountains for 
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Jostan LEE McComas 
1835-1915 


their health in the summer and to be treated by the 
good doctor. In 1888, the doctor’s son, Dr. Henry 
Wheeler McComas graduated as a physician and 
located in Oakland; first alone and then with his 
father, gradually assuming the practice of both. At 
one time, Dr. Henry McComas maintained a small 
hospital at the corner of Second and Center Streets, 
Oakland; the former home of Dr. Bayard T. Keller, 
who had moved to Grantsville, Maryland and 
married State Senator, William R. Getty’s daughter 
of Grantsville. Dr. Henry W. McComas died in 1939, 
having lived a very colorful life. 

When Oakland was incorporated as a town in 
1862, Dr: Saint Felix Colardeau became its first 
mayor. Dr. Colardeau was born in Paris, France and 
came to Oakland, married a local girl, Miss Georgina 
Bartlett, sister of Dr. E. H. Bartlett. Dr. Bartlett 
also was a foreigner, having been born in Cuba in 
1831. He was educated in Massachusetts and later 
studied at St. Mary’s College, Baltimore, Maryland; 
graduating in medicine at Yale University. During 
the Civil War, he was a surgeon in the Confederate 
Army and after the War, he returned to Cuba and 
thence to Baltimore. His mother built a home in 
Oakland on Second Street. She too, was in search of 
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a good climate and fresh air. While here, Dr. Bartlett 
married Harriet Fairall, a daughter of Richard Fair- 
all, in 1867. He thence moved to the state of Arkan- 
sas and lived there for several years. Later, he and 
his family returned to Oakland; where he practiced 
medicine and held several political positions in the 
County politics. He was a member of the Episcopal 
Church and subiituted as Sunday School teacher 
and serine in his local church at times. 
Later, he gfe up the practice of médicine and be- 
came interested in the educational field; serving on 
the Board of Education. He was very popular and 
successful in the practice of medicine. An acute 
illness caused his death. 

7 Washington Street 

Cumberland, Maryland 


PERSONALS 


Dr. Adolph Wolferman, Cumberland, successfully 
passed the American Board examination in Oto- 
Laryngology. Those physicians who have previously 
been certified by the various American Boards are; 
Drs. Benedict Skitarelic, William A. VanOrmer, 
Abraham J. Mirkin, Samuel M. Jacobson, Emmett 
L. Jones and Leslie E. Daugherty, all of Cumberland. 

Dr. David T. Rees, has returned from a three 
year tour of duty in the Navy and is now located at 
702 Montgomery Avenue, in Cumberland. 

Dr. and Mrs. Howard L. Tolson, of Cumberland, 
vacationed in the Virgin Islands and Haiti. 

Dr. E. I. Baumgartner, of Oakland, injured in an 
auto accident in early November, has fully recovered. 

Dr. A. E. Mance, at Oakland, gave a lecture on 
Asiatic Flu to the Garrett County Memorial Hospital 
Auxiliary. 

Dr. Martin Rothstein, Frostburg, Md., program 
chairman of the Rotary Club, recently gave a sum- 
mary of the Allegany-Garrett Heart Association. 


BALTIMORE CITY MEDICAL SOCIETY 


CONRAD ACTON, M.D. 
Journal Correspondent 


The Executive Board of the Baltimore City Medi- 
cal Society met 22 October 1957 with representatives 
of drug manufacturers to discuss facts about the 
current availability of influenza vaccine. A large 
industrial concern had written to the Baltimore 
City Medical Society requesting endorsement of a 
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plan by which the company would vaccinate its 
employees free of charge. On the other hand some 
practitioners have written to the City Society 
demanding to know why Big Business gets vaccine 
and private practitioners do not. This was deemed a 
proper field of inquiry for the City Society and an 
invitation was issued to representatives of firms 
distributing influenza vaccine to disclose the facts. 

Present at the meeting with the Exe Board 
were Messrs: Hudson, Huffman and Reddik from 
Merck, Sharpe and Dohme; Dickson from Pittman- 
Moore; Wright from Lilly; and Dodson and Price 
from the National Drug Company. After the purpose 
of the meeting had been stated, Mr. Hudson spoke 
first of the development time table of production of 
influenza vaccine. Strains were first obtained from 
the Army laboratory in July. When private practi- 
tioners were contacted by representatives of the 
drug houses, in July, they were not interested. But 
in August, when publicity from the Public Health 
Seryice began to echo, orders began to come in 
tumMituously. A “first come, first served” priority 
was set up and this was effective until September. 
Then Piblic Health Service dictated a priority 
method of allocations that were in proportion to 
urgency and population ratios. The drug industry 
tried to confrom to this, but early in October re- 
verted to the first’come, first served procedure. He 
mentioned that he had many threatening letters 
from dissatisfied doctors about it. His statements 
were confirmed by the others and their separate 
efforts to be fair and impartial were described. 

Mr. Dickson said that his company had refused 
to take orders until they were able to produce 
vaccine. They had had their first release of vaccine 
approximately the ninth of October. He emphasized 
that none had beén allocated for industrial use and 
every bit went directly to physicians. Industrial 
organizations may have obtained vaccine from some 
other source or from their own physicians; however, 
his company had issued it to physicians only. He 
stated that no physician asking for vaccine had 
failed to get it. 

Mr. Wright said that his company had refused to 
give vaccine to industrial users. All had gone to 
hospitals or to physicians. He stated that his com- 
pany had made only one shipment, one month ago, 
but expected increased shipments soon. 

Mr. Price said that his company had always had 
plenty of vaccine and that he would be glad to take 
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any orders. He had had vaccine available since 
fifteenth of August and, of the fifteen million units 
released throughout the country, his concern had 
produced five million. He described the struggle 
with government allocations, but felt that he had 
more difficulty because of his own company’s re- 
strictions. His company wanted its other products 
developed and not made subservient to the furor 
over influenza vaccine. He knew of instances where 
individual physicians had ordered large amounts 
and had turned them over to industrial use. He felt 
that his company was limited in its access to physi- 
cians. Only one of the four wholesalers in the Balti- 
more district stocks his product through a whole- 
salers agreement which he described as “‘unspecified 
contract basis.’’ He went on to say that he thought 
most doctors were confused about the situation and 
thought only a druggist could obtain vaccine from 
the wholesaler. This is not so. Any physician con- 
tacting his detail man, or detail man of a house that 
makes the drug, can get it in a reasonable time. 

The Executive Board asked many cogent questions 
but the discussion held to the points outlined by 
President Geraghty. Doctor Hanford Hopkins 
summed up with the idea that anyone who really 
tried to get the vaccine could get it. This was con- 
firmed in spirit by the the representatives of the drug 
manufacturers. They stated that when in doubt the 
physician should contact his drug salesman rather 
than the drug store. 

On motion by Doctor Firor it was agreed that 
circulation of the membership might well tend to 
dispel the confusion that has arisen since the usual 
suppliers were unable to meet fluctuating demands 
for the vaccine. 


BALTIMORE COUNTY 
MEDICAL ASSOCIATION 


SAMUEL P. SCALIA, M.D. 


Journal Representative 


The regular luncheon meeting of the Baltimore 
County Medican Association was held October 16, 
1957, at the Stafford Hotel. 

Dr. C. Lee Randol gave a further report on group 
malpractice liability. The association approved the 
plan and now we as a group are supporting it. All 
bona fide members of the County Medical Society 
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may partake of this special malpractice insurance 
plan by calling Mr. James H. Pollard at Saratoga 
7-6765 and discussing their needs with him. 

The Asian flu again came up for discussion. The 
vaccine is now available and easier to obtain. Due to 
the high percentage of absenteeism in schools, the 
County Health Department has been taking throat 
washings and making blood studies at various loca- 
tions throughout the county. Dr. W. H. F. Warthen 
explained that this was being done in the nature of an 
experiment to see if Asian flu really exists in Balti- 
more County. Before any of these tests are done, 
however, the procedures are being cleared with the 
family physician. Dr. Charles O’Donnell of Towson 
made a motion that these tests not be publicized for 
fear that they would add to the already existing 
hysteria and furthermore, if the press did get wind of 
these studies to tell them that an epidemic does not 
exist in Baltimore County. The motion was passed. 

The closed-panel clinic at the Martin Plant was 
next on the agenda. The publicity manager of the 
clinic has met with the doctors in the Martin area 
and offered them membership on the panel. The fee 
will be $5.00 to $6.00 per year per patient, regardless 
of the number of visits. The doctors disapproved 
this plan and had a paid advertisement in The Balti- 
more Sun on this subject. The Board of Governors 
of the County Medical Society is to meet with the 
Faculty Council to further discuss panel medicine. 

Dr. D. D. Caples of Reisterstown announced that 
he had been requested by the Woman’s Auxiliary to 
present a plan to the doctors whereby the Auxiliary 
dues would be incorporated in the regular medical 
society dues, thus automatically making every 
doctors’ wife a member of the Auxiliary. This would, 
of course, increase their membership and give them 
more voice in the A.M.A. After a long discussion, 
the question was referred to the Committee on Con- 
stitution and By-Laws. 

The scientific part of the meeting was devoted to a 
talk by Dr. Harold Beall. His topic was ‘Lesions of 
the Head and Neck.” 


CARROLL COUNTY MEDICAL 
SOCIETY 


JULIUS CHEPKO, M.D. 
Journal Representative 


The regularly scheduled meeting of the Carroll 
County Medical Society was held on September 4, 
1957, at Hoffman’s Inn at Westminister, Maryland. 


JANUARY, 1958 


Dr. Michael Finn, chief psychologist at Springfield 
State Hospital and Consultant at Western Maryland 
College, discussed the duties and training of a 
psychologist and the areas of endeavor where his 
services are needed and valuable. Dr. Finn pointed 
out ways in which clinical psychology can be helpful 
in medical practice. He showed that a psychologist 
can be helpful in child behavior problems, such as 
temper tantrums, school difficulties and hysteria. 

Dr. Daniel Welliver, a newcomer to Westminster, 
was proposed and accepted for membership to the 
Carroll County Medical Society. 

The bard of old offered good advice in his sonnet: 

“Be not the first by whom the new is tried, 
Yet not the last by whom the old is cast aside.” 

At long last, this staid community of Westminster 
and prosperous County of Carroll, have dusted off 
the mud and clay from their heels, and after 40 
years of lethargic consideration, have come up with 
a jet-propelled committee for the development of 
the Carroll County Memorial Hospital. Under the 
able leadership-of Mr. Scott Bair, plans are progress- 
ing at an excellent rate to realize this long delayed 
dream. 

Dr. C. L. Billingslea, long a proponent of a local 
hospital, representing the physicians of Carroll 
County, gave a report on the Hospital Committee. 
He presented tentative plans for the hospital, and 
pointed out that five separate individual surveys 
disclosed that there is a great need for a general 
hospital in Carroll County. A general hospital in the 
county seat of Carroll would go far to relieve the 
pressure that our patients of necessity place upon the 
facilities of Baltimore, Frederick, Gettysburg and 
Hanover, all of whom have been very gracious in 
accepting our patients for needed hospitalization. 
Dr. Billingslea also disclosed plans for a public fund 
drive in November. 

At its regularly scheduled meeting on November 
6, 1957, the Carroll County Medical Society was 
honored by the presence of Dr. Frederick J. Hel- 
drick, Jr., of Frederick. Dr. Heldrick, a pediatrician, 
gave an interesting discourse on the management of 
vomiting and diarrhea in infants and children. 

Dr. C. L. Billingslea reported on the progress of 
the proposed Carroll County Memorial Hospital. 
He stated that the physicians of Carroll County and 
of Reisterstown have shown their interest by the 
fact that collectively they have pledged or donated 
nearly $17,000 to date. Also that the advance gifts 
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have passed the $150,000 mark. All indications are 
that, come the end of November when the public 
drive for funds will have been finished, the goal of 
$300,000 will be exceeded. Further monies will be 
made available from County and Federal Govern- 
ments for this purpose. 

Dr. R. S. McVaugh, of Taneytown, and delegate 
from Carroll County, gave a report on the Annual 
Convention at Ocean City. 

Dr. Wilbur H. Foard, of Manchester, was ap- 
pointed to the Committee on Rural Health for 
Carroll County. 


FREDERICK COUNTY MEDICAL 
SOCIETY 


LOUIS R. SCHOOLMAN, M.D. 
Journal Representative 


The October meeting was held at Schley Inn, 
Braddock Heights. Our host, Hermann Fischer, 
himself carried heaping platters for second and third 
helpings. Mrs. Fischer prepared the apple strudel 
which is so justly famous in Maryland and Washing- 
ton. 

The main speaker of the evening was Dr. Samuel 
Morrison, associate professor of medicine at the 
University of Maryland Medical School and Chief 
of Staff at St. Joseph’s Hospital in Baltimore. He 
gave an informative, stimulating and timely talk on 
“Massive Upper Gastro-intestinal Hemorrhage.” The 
secondary speaker was Mr. William Hill, of the 
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Rehabilitation Service of Frederick County who 
briefly discussed the purposes and mechanics of the 
service. 

According to the new amendment to the Faculty 
Constitution, a representative, Dr. James Thomas, 
and an alternate, Dr. L. R. Schoolman, were elected 
to the Faculty Planning Committee. 

The C.P.C. case was one of hypertension with 
cerebral hemorrhage. The underlying pathology 
was unilateral nephrolithiasis and hydronephrosis. 
After the presentation Dr. Furie, the pathologist, 
gave a short discussion of types and causes of hyper- 
tension. 


MONTGOMERY COUNTY MEDICAL 
SOCIETY 


JOHN J. CURRY, M.D. 


Journal Representative 


Our Vice President-elect, Doctor Henry Laughlin, 
completed a second around-the-world tour of 
psychiatric centers during the summer. During the 
current trip he gave fifteen lectures and extended 
the greetings of the American Psychiatric Associa- 
tion to various professional groups, medical schools, 
hospitals and ministries of health in. twenty coun- 
tries. Dr. Laughlin also represented the Association 
at the Annual Meetings of the Royal Medico- 
Psychological Association in Oxford. A report of his 
findings has been submitted to the American 
Psychiatric Association. 





SOCIAL SECURITY FOOTNOTES 


A.M.A. Department of Public Relations 


In one way or another, on one excuse or another, social security tax payments are being 
boosted every year or two instead of at five-year intervals as originally planned. In 1954, the 
base was raised from $3600 to $4200. In 1956, the tax rate was increased. Now, Rep. Kean 
wants to raise the base rate from $4200 to $4800 beginning in 1959. Then in 1960, the tax 
rate is scheduled to increase 14 per cent for both employee and employer, and 34 per cent for 
the self-employed. There is no way of knowing just how expensive social security “insurance” 
is actually going to be. 
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Library 
Louise D. C. King Librarian 


“Books shal] be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Ibn Tibbon 





“Enough, if something from our hands have power 
To live, and act, and serve the future hour.” 


In the course of years of looking over the contents 
of personal libraries of deceased physicians, as well 
as the weeding of libraries of those still living, we 
have been impressed with the number of volumes 
obviously never opened, and certainly seldom read. 


For the most part, they are standard texts con- 
taining a wealth of information already known by 
the physician; often there are sets purchased prob- 
ably with the idea in mind of having all necessary 
information in one place, and far too often it is a 
loose leaf system, with the revision pages still un- 
opened. 

We can think of no better investment for the 
physician than a fine library, suited to his individual 
needs, kept up-to-date and consulted often. We have 
recently acquired a little volume by Mary Louise 
Marshall, a distinguished medical librarian, called 
“The Physician’s Own Library,” which is highly 
recommended to all doctors who have or who con- 
template having, a fairly comprehensive library of 
their own. She gives useful advice on the selection, 
planning, care, use and methods of supplementing 
it by such means as photoduplication, etc. There 
are two pertinent chapters on the writing of papers 
or books. 


William Wordsworth 


However, not all physicians have the time, money | 
or inclination to acquire a personal library of any 
size which can be but a nucleus in any case. He must 
depend wholly on his nearest medical library to keep 
informed of the latest developments and to assist 
him in his cultural as well as his professional reading. 
To this end, The Medical and Chirurgical Faculty | 
Library strives to serve the Maryland doctor. 

Since the information contained in textbooks is 
reputedly one year old on publication, it is to the | 
journals he must turn for recent developments as | 
well as for historical material. To most physicians, | 
it would be a financial hardship to subscribe to the | 
many periodicals where the desired information 
may be and where the gap in submission of papers 
and their publication is shorter than in textbooks. 

Your library receives currently over 375 periodi- 
cals, covering medicine in its various phases. It also 
has complete files of older titles and issues. Within 
a short time the desired articles or information can 
be on your desk, no confusion, no bother on your 
part other than a post card or telephone call. 

Please give specific details when requesting 
information, so that your library may serve you 
accurately and well. 








SOCIETY OF 7 PATHOLOGISTS 


Pau. F. Guertin, M.D., President RosBert D. Sotomon, M.D.., Secretary 
Sinai Hospital, Baltimore 5, Md. 








Under the above masthead the Maryland Society of Pathologists will discuss each 

month subjects of interest to all physicians. Such topics will include: 

New tests in laboratory medicine. 

Limitations and pitfalls in accepted diagnostic procedures. 

Laboratory standards and evaluation. 

Background and training of medical technologists. 

Shortage of medical technologists—Why? 

The medical examiner’s office. 

Schools of medical technology in Maryland. 

“Exfoliative cytology’’—Use and abuse. 


Medical laboratories—Training and background of their staff. 


Your hospital’s autopsy rate—What does it signify? 


Pathology service for the indigent patient. 


These are but a few of the subjects to be discussed in the coming months. Some will 
be purely scientific, some will deal with teaching, some with education standards, ethics, 
etc. All will have the ultimate goal of improving medical care. The ideas expressed in the 
following quotation from our Society’s Constitution are in line with this goal: 


“The aims of the society shall be: (a) To promote interest in the study of pathology 
in the State of Maryland. (b) To provide a means for the interchange of knowledge of this 
subject. (c) To encourage the demonstration of pathology to the end that clinical interest 
in this subject may be increased. (d) To make available to every member of the society 
the interesting pathological material that obtains in Maryland and vicinity and to pro- 
mote the mutual exchange of knowledge between medical and other scientific groups. 
(e) To promote the practice of pathology, holding to the highest and noblest traditions 
of the medical and allied professions.” 








Health Departments 





BALTIMORE CITY HEALTH 
DEPARTMENT 


Poliomyelitis In Baltimore—1957 


While it is true that Baltimore has had only 3 
cases of paralytic poliomyelitis since January 1, 1957 
and this gratifying experience may be associated in 
the minds of many people with the extensive polio- 
myelitis vaccination program, a number of years 
must pass before we can be sure that the vaccine is 
chiefly responsible for the low prevalence of the 
disease this year. 

There were only 3 cases of paralytic poliomyelitis 
in Baltimore in 1942 and the same was true in 1938. 
As in measles, poliomyelitis in years past occasion- 
ally gave a low figure if the prior year had had a 


high figure for this disease. In 1941 there were 101 
cases in Baltimore, in 1937 there were 47. 

It is reasonable to encourage the widespread use 
of poliomyelitis vaccine, especially for all children, 
beginning with repeated doses early in the first 
year of life. This year’s cases were 2, 2 and 5 years 
old. However, we will be happier with our polio- 
myelitis vaccine program if the present low rate of 
the disease continues for another five to ten years. 
Then the picture will parallel, to some extent, the 
city experience in controlling diphtheria. 


Hetil Wilbinsue-, NP 


Commissioner of Health 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, December 1-26, 1957 
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CHICKENPOX 
DIPHTHERIA 
GERMAN MEASLES 
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POLIOMYELITIS, 
ROCKY MT. 

STREP. SORE THROAT 
TYPHOID FEVER 
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State | | | | 
Dec. 1-26, 1957 | 3 25 | 0 | 26 | 148) 24 | 497 
Same period 1956 } 1| 147) 9] 5] | 0) 137| 16 | 403 
5-year median | | 5 | 106 1 | 151| 20 | 446 




















Cumulative totals 





State 
Year 1957 to date 271 2362) 35 |2030) 32*| 7 | 20 9 1379 |1720|269 |6857 
Same period 1956 2764 2 ew 98 | 9297| 47 |2954) 90 | 23 | 15 15 |177 |1945|267 |6918 
5-year median 3510) 14 | 572|312 | 6172) 48 2026) 269 | 28 20 {398 |2067|225 |7404 




















m = meningitis, other forms. 

t = tularemia. 

= u undulant fever. 

.* No poliomyelitis with onsets since October. 
‘t Total includes report by State Hospital. 

55 confirmed cases of Asian influenza. 
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THE IMPACT OF PERSONAL 
SERVICE IN MODERN 
HOSPITAL CARE 


JANE M. KAUFER* 


The impressive story of modern hospital care is a 
record of personal service; for this reason, hospital 
care today means rising hospital costs, a subject of 
concern to all of us. 

Much has been said in past years about rising 
hospital costs, and many reasons have been offered 
for their spiralling trend. Often, in efforts to “ex- 
plain” advancing costs, a parallel is drawn between 
industry operation and hospital operation. It is, 
however, a fact that hospital costs have risen more 
sharply than business and industry costs, and here 
the personal service factor of hospital care must 
assume, in large measure, the responsibility for our 
nation’s rising hospital bill. There are, of course, 
other factors which account for rising costs, but we 
must focus on personal hospital service to under- 
stand today’s margin of difference between the rate 
of rising industry costs and the rate of rising hospital 
costs. 

The best health care is sought when we are ill and 
the cost for this care becomes, for the time, second- 
ary. However much care we need . . . that is available 
to us... we seek. Because we demand and require 
the highest quality of care, our standards of health 
care are ever improving. And here, some of the other 
factors pertinent to hospital costs can be weighed. 

As much as has been said of rising hospital costs 
has been said of advancing medicine. The truly 
remarkable strides made by medicine within the 
past generation mean many things to us. Immediate 
medical care is one meaning; another, frequent 
hospital admissions for treatment—as we recognize 
more and more that hospitals are workshops for 
mending and restoring; and because medicine has 
made significant advances in methods of preventing, 
controlling and curing disease, there is a built-in 
rising cost factor. 

Greater medical technology means research and 


* Mrs. Kaufer is a member of the Blue Cross-Blue Shield 
Public Relations staff. 


development of new drugs; it means new and com- 
plex methods of treating disease; it means expensive 
and new hospital equipment and facilities. These 
factors must account for their share of rising hos- 
pital costs; but they cannot assume the whole burden 
or even a major share. 

The factor cited most often in relating the spiral- 
ling cost story is the hospital payroll. Hospital wages 
and salaries constitute the giant share of hospital 
costs. Add to this the reduction in hospital hours 
worked per week and the payroll is increasingly 
taxed. 

It is evident, too, that hospital salaries must con- 
tinue to rise if they are to compete with current 
salary levels in business and industry; and hospitals 
must compete successfully for their personnel. In 
our largest hospitals, there may be one or two 
employees in each of some 200 job classifications, | 
and more than 2 employees are needed for every 
patient. 

Hospital wages are still far below comparable 
personal service jobs in industry, and have been for 
years. In an effort to adjust, the hospital payroll has 
risen more sharply than industry’s payroll. 

And just as modern medical technology is creating 
new ways and methods of treatment, it is creating 
the need for additional skilled personnel. The new 
methods of diagnosis, the new kinds of laboratory 
procedures, the new drugs constantly being devel- 
oped all require more people—a larger hospital 
staff—to provide these services. Hospitals must 
compete to retain present personnel and to attract 
new personnel; hence, higher wages and reduced 
workweeks. 

Then, too, general inflationary factors are felt in 
hospitals as everywhere else. Rising costs of supplies 
mean a higher hospital bill. The cost of food has 
tripled in 10 years; coal, linen and bandages has 
doubled. Hospitals, like business and industry, must 
face the cost-of-living increases. 

Ours is an expanding economy. Productivity is 
expanding. As we become a more productive na- 
tion, we all enjoy a higher standard of living. And, 
as we continue to produce more consumer goods 
and services and the costs increase, hospital costs 
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must continue to increase to pay for the personal 
hospital service so emphasized in today’s health 
care. 

The nation which pays this mounting hospital bill 
needs an efficient way to budget. Effective budgeting 
means that Blue Cross has a stake in this higher cost 
trend. However well Blue Cross is able to meet this 
challenge, it is undoubtedly true that the public’s 
ability and willingness to pay for care must play a 
vital role in the ultimate outcome of the prepayment 
idea. 

The effective three-way relationship . . . doctors- 
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hospitals-Blue Cross . . . can help to hold costs down. 
Medical advances have shortened the average length 
of hospital stay. Hospitals are helping by developing 
more efficient methods of providing service. By 
stabilizing utilization and encouraging the use only 
of the services required, the mounting hospital bill 
can be checked even more. 

Each of us in this relationship has a very real 
share in this problem. By uniting our efforts even 
further we can continue to serve the public and 
make available to them the high quality of personal 
hospital service we all want. 





REMINDER REGARDING RESOLUTIONS! 


Important Notice for Component Medical Societies and Individual Members of 
Medical and Chirurgical Faculty 


The House of Delegates of the Medical and Chirurgical Faculty approved the following 
recommendations concerning the procedure to govern the reports which are given at the 
Annual and Semiannual Meetings: 

1. All reports are to be received in the office. Those reports which contain recommendations or 
resolutions must be in the office eight (8) weeks prior to the Annual or Semiannual Meeting, 
whichever happens to be concerned. 

2. When the reports are received, those containing recommendations or resolutions will be sent 
to the Component Societies for consideration and so that the Component Delegates may be in- 
structed if desired. These reports will also be referred to Council for discussion at its meeting one 
or two weeks prior to Annual or Semiannual Meeting. 

3. Those reports which contain resolutions are to be referred to the Resolutions Committee for 
consideration. 

4. The Council will refer to the Resolutions Committee any recommendations which it feels should 
be formulated as resolutions. The Council will also transmit to the Resolutions Committee an 
opinion of the policy involved in the Resolutions Committee. 

5. Reports will be presented to the House of Delegates as usual, and it will be suggested as usual 
that those reports not containing recommendations or resolutions be accepted as printed and dis- 
tributed. 

6. Those reports containing recommendations or resolutions will be considered and acted upon 
individually by the House of Delegates. 

This policy will be followed in all future meetings. 

AS A RESULT OF THIS ACTION OF THE HOUSE OF DELEGATES, RESOLUTIONS 
FOR PRESENTATION TO THE APRIL 1958 ANNUAL MEETING OF THE HOUSE 
OF DELEGATES, MUST BE IN THE HANDS OF THE SECRETARY, DR. EVERETT 
S. DIGGS, AT THE FACULTY OFFICE, BY FEBRUARY 19, 1958. 
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Ancillary News 








NURSING SECTION 


M. RUTH MOUBRAY, R. N., Executive Secretary, 
Maryland State Nurses Association, 
Journal Representative 


MARYLAND STATE NURSES ASSOCI- 
ATION AND MARYLAND LEAGUE 
FOR NURSING 


ANNUAL CONVENTION 


The Maryland State Nurses Association and the 
Maryland League for Nursing held their annual 
convention at the Emerson Hotel, Baltimore, 
October 23-25, 1957. 

The following officers were elected: 


MARYLAND STATE Nurses ASSOCIATION 


President: Ann L. Klingelhofer, Educational Director, Bon 
Secours Hospital School of Nursing 

Second Vice-President: Sister Athanasius Aherne, Adminis- 
trator, Bon Secours Hospital 

Treasurer: Helen M. Wheatley, Clinical Instructor, Church 
Home & Hospital School of Nursing 

Directors: Helen V. Kramer, Educational Director, St. Agnes 
Hospital School of Nursing 
Louise Ward, Supervisor of Nursing Services in Secondary 
Schools, Baltimore County Board of Education 


Sections of the Maryland State Nurses Association: 


Educational Administrators, Consultants & Teachers Section, 
First Vice-Chairman: Mrs. Katharine Seiter Roys, Instruc- 
tor in Biological Sciences, Church Home & Hospital 
School of Nursing 
Secretary: Sister M. William Helene, Science Instructor, 
St. Joseph’s Hospital School of Nursing 
Member-at-Large, Executive Committee: Mrs. Dorothy B. 
VandeGrift, Director of Nurses and Nursing Service, 
Union Memorial Hospital 
General Duty Nurses Section, 
First Vice-Chairman: Mrs. Ida W. Miller, Head Nurse, 
Bon Secours Hospital 
Secretary: Mary Louise Talbott, Staff Nurse, Union Me- 
morial Hospital 
Member-at-Large, Executive Committee: Margaret Anne 
Buchanan, Head Nurse, the Johns Hopkins Hospital 
Industrial Nurses Section, 
First Vice-Chairman: Frances M. Cain, X-Ray Technician 
and Office Nurse for Dr. J. G. Miller 
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Secretary: Mary E. Leonard, Industrial Nurse, Baltimore 
Transit Company 
Member-at-Large, Executive Committee: Margaret E. 
Kramer, Plant Nurse, Calvert Distilling Company 
Institutional Nursing Service Administrators Section, 
Chairman: Louise A. Hohener, Associate Director, Nursing 
Service, Mercy Hospital 4 
Second Vice-Chairman: Frieda Laubach, Director of Nurses, 
Montebello State Hospital 
Member-at-Large, Executive Committee: Catherine M. 
Loeffler, Associate Director, Nursing Service, the Johns 
Hopkins Hospital 
Private Duty Nurses Section, 
First Vice-Chairman: Mrs. Hortense B. Tegler, Private Duty 
Nurse, the Central Directory of Registered Nurses ; 
Secretary: Mary M. Sudler, Private Duty Nurse, the 7 
Central Directory of Registered Nurses 
Member-at-Large, Executive Committee: 
Mandrell, Private Duty Nurse, Easton 
Public Health Nurses Section, 
Chairman-Elect: Mrs. Katherine E. Bulkeley, Public Health ( 
Nursing Consultant, Maryland State Department of © 
Health 4 
Secretary: Elizabeth M. Edmands, Assistant Professor, the | 
Johns Hopkins University School of Hygiene & Public ‘ 
Health 
Member-at-Large, Executive Committee: A. Lillian Scally, | 
Supervisor, Mental Hygiene, the Instructive Visiting | 
Nurse Association d 
School Nurses Branch of the Public Health Nurses Section, § 
Chairman: Mrs. Eleanor Carnvale, Public Health Nurse | 
(School), Montgomery County 
Chairman-Elect: Mrs. Nelda Nathanson, Secondary School 
Nurse, Baltimore City Board of Education 
Vice-Chairman: Anne Yerman, Secondary School Nurse, 
Polytechnic Institute 


Dorothy E. 


MARYLAND LEAGUE FOR NURSING 


President: Sister M. Damian, Instructor, Mt. St. Agnes | 
College 

Corresponding Secretary: Pauline V. Kummer, Public Health 
Nursing Consultant in Pediatrics, Maryland State Depart- | 
ment of Health { 

Treasurer: Margaret G. Harrison, Instructor of Public Hea/th 
Nursing, the Johns Hopkins Hospital School of Nursing, | 
and Supervisor, Baltimore City Health Department 
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Directors: Mrs. Ethel H. Jackson, 
versity Hospital 
Dr. Russell A. Nelson, Director, the Johns Hopkins 
Hospital 
Mr. Matthew Tayback, Asst. Commissioner, Balti- 
more City Health Department, Research and 
Planning Section 


Head Dietitian, Uni- 


Speakers heard and their topics were: Mrs. Frances 
H. Howard, Executive Director, United Nations 
Association of Maryland, on the “United Nations”; 
a panel on “Community Services to Meet Special 
Needs,” Mr. Samuel T. Daniels, Executive Secre- 
tary, Maryland Commission on Interracial Problems 
and Relations, Dr. Paul A. Harper, Professor of 
Public Health Administration, the Johns Hopkins 
University School of Hygiene and Public Health, 
Dr. James A. McCallum, Medical Superintendent, 
Chronic Disease Hospitals, Maryland State Depart- 
ment of Health, and Dr. Jean Stifler, Chief, Crippled 
Children’s Bureau, Maryland State Department of 
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Health, moderated by Dr. Ruth B. Freeman, 
Associate Professor, Public Health Administration, 
the Johns Hopkins University School of Hygiene 
and Public Health; Mary Louise Brown, Assistant 
Professor of Public Health, Occupational Health 
Nursing, Yale University School of Medicine, on 
“Working with, not for, the Basis of Industrial 
Nurse-Industrial Physician Relationship’; Miss 
Louise P. Cavagnaro, Assistant Director, the Johns 
Hopkins Hospital, on “Problems of Reconstruction 
to Meet Demands of Modern Surgery”; Mrs. Bertha 
D. Baldwin, Administrative Assistant, District * 5, 
Bureau of Narcotics, Treasury Department, on 
“Narcotic Drug Addiction”; Mr. Hugo A. Bourdeau, 
Executive Director, Marriage Counseling Service, 
on “Marriage Counseling’; and Mrs. Frances R. 
Kreuter, Associate Professor, Teachers College, 
Columbia University, on “Study in Nursing Care of 
Patients.” 





President 
Vice President 
Secretary 


Treasurer 





Historian 


President-Elect 


THE ACADEMY OF PSYCHOSOMATIC MEDICINE 


The following officers were elected at the Fourth Annual Meeting of The Academy of 
Psychosomatic Medicine held October 17-19, 1957, at the Morrison Hotel in Chicago: 





Dr. Bernard B. Raginsky 
Montreal, Quebec, Canada 
Dr. Lester L. Coleman 
New York City 

Dr. Wilfred Dorfman 
Brooklyn, New York 


Dr. George F. Sutherland 
Baltimore, Maryland 





Dr. Maury Sanger 
Brooklyn, New York 


Dr. William S. Kroger 
Chicago, Illinois 











Annual Meeting Dates JANUARY, 1958 


ANNUAL MEETING DATES 


MEDICAL AND CHIRURGICAL FACULTY 
APRIL 16, 17, 18, 1958 


The Alcazar, Cathedral and Madison Streets, Baltimore 





The location of the Annual Meeting has been changed for 1958 to the Alcazar, as we 
hope the facilities for the meeting, including the technical exhibits will be better. An in- 
teresting program is being arranged by the Committee on Scientific Work and Arrange- 
ments and, to date, the following doctors will give papers at the Annual Meeting: 

Dr. David B. Allman, President of American Medical Association. 

Dr. Theodore L. Badger, President of American Trudeau Society. 

Dr. Brian Blades, George Washington University School of Medicine, Washington, 

oC. 

Dr. Jacob H. Conn, Baltimore. 

Dr. George Crile of Cleveland will give the J. M. T. Finney Lecture. 

Dr. Lester R. Dragstedt, Department of Surgery, University of Chicago, will give the 

I. Ridgeway Trimble Lecture. 

Dr. Garfield G. Duncan, Pennsylvania Hospital, Philadelphia. 

Dr. James H. Forsee, Walter Reed Army Hospital, Washington, D. C. 

Dr. John K. Frost, Baltimore. . 

Dr. David Gitlin, Department of Pediatrics, Harvard Medical School. 

Dr. Robert P. Glover, Philadelphia. 

Dr. Sara M. Jordan, Lahey Clinic, Boston. 

Dr. Currier McEwen, New York University College of Medicine. 

Dr. Robert T. Monroe, Peter Bent Brigham Hospital, Boston. 

Dr. Irving S. Wright, New York City. 


* * * * 


Business Meetings—Wednesday morning, April 16, and Friday afternoon, April 18, 1958. 

Scientific Sessions—Wednesday afternoon and evening, April 16; all day Thursday, 
April 17; and Friday morning, April 18, 1958. 

Woman’s Auxiliary Meeting and Luncheon—Wednesday, April 16, 1958, Sheraton Bel- 
vedere Hotel. 

Round Table Luncheon—Thursday, April 17, 1958, Park Plaza Hotel. 

Presidential Dinner and Meeting—Thursday evening, April 17, 1958, Sheraton Bel- 
vedere Hotel. 


* * * * * 


IT’S NOT TOO EARLY TO MARK YOUR CALENDAR FOR THESE DATES— 
APRIL 16, 17, 18, 1958! 
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MRS. HOMER ULRIC TODD, Sr., Auxiliary Editor 








REPORT FROM THE WOMAN’S AUX- 
ILIARY TO THE MONTGOMERY 
COUNTY MEDICAL SOCIETY 


Tenth Anniversary 
MRS. JOHN O. ROBBEN* 


[he Woman’s Auxiliary of the Montgomery 
County Medical Society are celebrating the tenth 
anniversary of their organization. Since our begin- 
ning in October 1947 we have grown from thirty 
charter members to a membership of one hundred in 
1957. During those ten years we have not only 
grown in size but also in our aims and achievements. 

In September, our second student was graduated 
from Nursing School; we have another who is in her 
second year and hope to start our fourth girl in 
September 1958. In order to finance these nursing 
scholarships we have an annual luncheon and 
fashion show which is our only fund raising project 
of the year. 

We promote and contribute to the American 
‘Medical Education Foundation and this year are 
helping to sell the earrings which the state has taken 
as a project. 

We always look forward to November when our 
husbands entertain us with a “Dinner Dance” at 
Woodmont Country Club. This is an evening of 
relaxation, entertainment, good food, dancing and 
just getting to know more fine people. Another of 
our annual events is the observance of “Doctor’s 
Day.” Flowers are sent by the Auxiliary to all of the 
county hospitals in memory of the deceased local 
doctors. These flowers are placed in the doctor’s 
lounge in the various hospitals. In addition to send- 
ing the flowers we are planning to entertain our 
husbands with a social function this year. The 
latter observance of “Doctor’s Day” was started 
last year and met with great success. 

Since we are a rapidly growing county with over 


*President, Woman’s Auxiliary to the Montgomery 


County Medical Society. 


300 members in the Medical Society and only 100 
wives in the Auxiliary, we feel that in spite of our 
many responsibilities in the home and in the com- 
munity, we all need to muster together under a com- 
mon bond: “The Woman’s Auxiliary.” With this 
thought in mind we are sending a letter of welcome 
and invitation along with an application for member- 
ship to the wives of all the doctors in the county 
Medical Society who are not members of our Auxil- 
lary. 

The fine spirit and willingness to serve exhibited 
by our members over the past ten years will surely 
mean higher and better goals of service in the next 
decade. 


WOMAN’S AUXILIARY TO THE MONTGOMERY 
COUNTY MEDICAL SOCIETY 
OFFICERS— 1957-1958 


President, Mrs. John Robben, 3709 Calvend Lane, Ken- 
sington, Md.; Ist Vice-President, Mrs. Merrill M. Cross, 
8503 Cloverfield Road, Silver Spring, Md.; 2nd Vice-President, 
Mrs. John Curry, 3006 Homewood Parkway, Kensington, 
Md.; Corresponding Secretary, Mrs. Andrew J. Brennan, 
5715 Aberdeen Road, Bethesda, Md.; Recording Secretary, 
Mrs. John Haberlin, 10615 Georgia Avenue, Silver Spring, 
Md.; Treasurer, Mrs. Norman C. Shoemaker, 8005 Wood- 
bury Drive, Silver Spring, Md.; Parliamentarian, Mrs Irene 
M. Bauersfeld, 3916 Virgilia St., Chevy Chase 15, Md. 


PROGRAM 1957-1958 


September 18, 1957 (Wednesday) 
Business Meeting 
October 15, 1957 
10th Anniversary—Honoring Past Presidents 
November 19, 1957 
Montgomery County Medical Society Dinner Dance— 
Polly Lukes, chairman 
December 17, 1957 
Christmas Party—Kitty Aud, chairman 
January 21, 1958 
A.M.E.F. Film—“Danger at the Source”’ 
February 18, 1958 
“Spring Hats”—Maisons of Washington 
March 18, 1958 
Mental Health Play—Baltimore City Auxiliary Players 
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April 15, 1958 

“Reflections” 1917-1957—Mary Mitchell 
May 20, 1958 

Social—‘‘Surprise”’ 


MATURITY 


Maturity is a quality of personality made up of a 
number of elements. It is a stick-to-itiveness, the 
ability to stick to a job, to work on it, and to struggle 
through it until it is finished, or until one has given 
all one has in the endeavor. It is the quality or 
capacity of giving more than is asked or required in 
a given situation. Persistence is an aspect of matur- 
ity; persistence to carry out a goal in the face of 
difficulties. Endurance enters into the concept of 
maturity; the endurance of difficulties, unpleasant- 
ness, discomfort, frustration, hardship. The ability 
to size things up, to make one’s own decisions, is a 
characteristic of maturity. This implies a consider- 
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able amount of independence. A mature person is not 
dependent unless ill. Maturity includes a determina- 
tion, a will to succeed and achieve, a will to live. 
Of course, maturity represents the capacity to 

cooperate; to work with others, to work in an organ- 
ization and under authority. The mature person is 
flexible, can defer to time, persons, circumstances. | 
He can show tolerance, he can be patient and, above | 
all, he has the qualities of adaptability and com- | 
promise. Basically, maturity represents a wholesome 
amalgamation of two things: 1. Dissatisfaction with 
the status quo, which call forth aggressive, construc- 
tive effort, and 2. Social concern and devotion. 
Emotional maturity is the morale of the individual. 

From Epwarp A. STRECHER, M.D. 

Basic Psychiatry 

Random House, 1942 





When turning over a new leaf, why not that of a book, it’s easier and far pleasanter. 


Your LIBRARY has many books of which the turning of a leaf may be both profitable 


and agreeable. 
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COMING MEETINGS 








FEBRUARY 1958 


BALTIMORE CITY MEDICAL SOCIETY 
Friday, February 7, 1958 8:30 P.M. 1211 Cathedral Street 
* * * * * 
MARYLAND SOCIETY OF ANESTHESIOLOGISTS 
Tuesday, February 4, 1958 8:00 P.M. 1211 Cathedral Street 
* * * * * 
THE WOMEN’S MEDICAL SOCIETY OF MARYLAND 
Thursday, February 6, 1958 6:30 P.M. Johns Hopkins Club 
* * * * * 
NEUROPSYCHIATRIC SECTION, B.C.M.S. 
Thursday, February 13, 1958 8:30 P.M. 1211 Cathedral Street 
* * * * « 
RADIOLOGICAL SECTION, B.C.M.S. 
Tuesday, February 18, 1958 5:30 P.M. Johns Hopkins Club 
* * * * * 
COMMITTEE FOR THE STUDY OF PELVIC CANCER 
Thursday, February 20, 1958 5:00 P.M. To be announced 











WOMAN’S AUXILIARY TO THE BALTIMORE CITY MEDICAL SOCIETY 
An Evening of Chamber Music 
MARYLAND CASUALTY AUDITORIUM 


Saturday, January 25, 1958, 8:30 p.m. 


Tickets (per person)—$2.50 plus tax 


Doctors and their wives are invited to attend a concert given by a quartet composed of 
first string musicians from the Baltimore Symphony Orchestra. This is a benefit performance 
for the Student Aid Fund which is a project of the Auxiliary. 


COME, 
BRING YOUR FRIENDS, 
ENJOY THE MUSIC AND HELP A STUDENT IN A MEDICAL 
CAREER! 
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